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The plan was to print the first part after finishing the last, in order to 
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I had to cut short the first part, so much so the plan, the sense, and the 
presentation of the first part has suffered greatly. I hope to remedy these in the 
next edition. . 


With immense gratitude to God for making me an instrument of 
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language. 
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Seminary Alwaye, and Fr. Marcellinus Iragui O.C.D . Professor at the Pontifical 
Seminary, I owe gratitude for going through the manuscripts and giving 
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Gratefully I remember the services rendered by Fr. Lawrence Thottam, 
President of the C. H. A., Fr. Charles Silvano, Secretary, H. P. C, Av 
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FOREWORD 


“Counselling and Hospital Care’’ is a most welcome 
beginning of new literature in India on hospital pastoral 
care. 


It happened once that to an audience consisting 
mainly of Hindu Doctors, I gave a talk on the role of the 
religious minister in the hospital. In response, Dr. S. N. 
Kaul, the Medical Superintendent of Sir Ganga Ram 
Hospital, New Delhi, addressed the meeting saying: ‘We 
must praise the Christians for looking after what they call 
their flock. No one looks after us. I wish to say that if 
anyone wishes to assist patients in a religious way in my 
hospital, he is very welcome.” 


Often the family feels the need to pray when their 
relatives are ill and especially, when a dear one dies. 
Patients and relatives should be helped to pray. 


Government hospitals generally do not have a prayer 
room, and the chapel in Christian hospitals is often remote, 
exclusive or closed. Our pastoral care should provide a 
convenient prayer room, easily available to the public. 


There should be an atmosphere of pastoral care 
_ pervading the whole hospital. All the staff should 
contribute to create this spirit. In addition to the priest, 
one or more sisters or nurses could reasonably be appointed 
to visit patients to comfort then and to talk more with those 
who are in greater need. 
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Healing should be of the whole person. Those who 
are qualified and appointed to help with spiritual, mental 
and emotional healing, should be recognised as members 
of the therapeutic team. 


Our chaplains are often part time and tend to limit 
their scope to sacraments and rituals, and to come only 
when they are called. There is now a growing realisation 
of the need of communication of spirit from a larger number 
of persons. 


Hospital pastoral care and counselling are obviously 
for the patients. They are also for the visiting relatives, 
the staff, especially the younger members like student 
nurses, new recruits, the less educated members, and to 
some extent the civil community near the hospital. All 
should benefit from the radiation of hope and new life 
from the hospital or other healing centre. 


Father Harshajan’s book, introduces us to the urgent 
need of pastoral care and counselling, and the consequent 
training needed to be able to render competent service. 


This book has many values. One is to be source 
material for seminars and short courses to develop hospital 
chaplains and other pastoral care personnel. 


We welcome this admirable contribution and praise 
Father Harshajan for his spiritual perception. 


James S. Tong, S.J., 
Executive Director, 4 


The Catholic Hospital Association of India 


New Delhi-1 
4-4-1973. 
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Introduction 


The primary purpose of this book is to help the hospital 
chaplain in their ministry. Secondarily, it aims at giving 
the right orientation to the health care team in healing the 
whole person, and to the hospital personne! the right 
perspectives. 

This is not a scholarly exposition of a new idea. But it 
Is a simple quide book. Guidelines are given on various 
Pertinent topics in six parts. Since it is a guide book it 
can never be perfect unless the readers wholeheartedly 
cooperate further by giving constructive criticisms, sugges- 
tions, and contributions. 


The first part deals with counselling. Itis a fact that 
counselling can never be learned in theory and I have 
never tried to teach theory here; but just given a few 
guidelines which may be helpful to those who already 
know something about counselling. 


Other chapters deal with the more practical aspects of 
the hospital care. Here your personal insights will be 
highly valuable. 


Wherever possible the Indian ways have been taken 
into account; special consideration is made to our culture. 
Still it has to be adjusted; but there are instances which 
can not be adjusted but require our understanding, more 
especially when we prefer shame and honour to conscience 
and truth etc. 


In India, we do not so far know enough about cha- 
plains and so by presenting this book to the public intends 
to provoke the curiosity of many. Being the first of its 
kind in India, perhaps it may be welcomed in the right 
way, if so the purpose is achieved. 
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PART | 


COUNSELLING 


CHAPTER [| 


COUNSELLING 


About counselling various explanations are forwarded 
in recent literature. Not all authors define it in the same 
way. 


The Encyclopedia of Psychology (1972) puts it as, “an 
interpersonal relationship in which one person (the coun- 
sellor) attempts to help another (the counsellee) to under- 
stand and cope with his problems in the areas of education, 
vocation, family relationships and so onl. 


Counselling differs from psychotherapy in that it is 
usually applied to help “normals” rather than patients, 
although the two processes merge imperceptibly on many 
occasions in C. Rogers’ client-centred therapy”. . 


Carl R. Rogers, the biggest authority on counselling 
writes, ’’... the attitudinal orientation which appears 
to be optional for the client-centred counsellor, we may say 
that the counsellor chooses to act consistently upon the 
hypothesis that the individual has a sufficient capacity to 
deal constructively with all those aspects of his life which 
can potentially come into conscious awareness. This means 
the creation of an interpersonal situation in which material 
may come into the client’s awareness, and a meaningful 
demonstration of the counsellor’s acceptance of the client 
as a person who is competent to direct himself’. 


1&2. H. J. Eysenck, W. Arnold., R. Meili, Encyclopedia of Psycho- 


logy Vol. I; Search Press; London; 1972; pp. 226-227. 
3. Carl R. Rogers; Client-Centred Therapy; Houghton-Mifflin Company, 
pp. 23-24. 


Another prominent author, Father Charles A. Curran 
defines it as, ‘ A definite relationship where, through the | 
counsellor’s sensitive understanding and skillful responses, 
a person objectively surveys the past and present factors 
which enter into his personal confusions and conflicts, and 
at the same time reorganizes his emotional reactions so that 
he not only chooses better ways to reach his reasonable 
goals, but also has sufficient confidence, courage and mode- 
ration to act on these choices. 


Consequently, behind all counselling relationships, is a 
deepening communication which gradually becomes an 
intense sense of sharing, of understanding and of being 
understood. The counsellor’s striving is to understand, to 
give his whole trained sensitivity over to the other person, 
to become an auxiliary reasoning power, to become another 
self-objective, warm, clarifying and secure. In turn, the 
person is struggling to be understood and to understand 
himself as the counsellor understands and communicates 
that understanding back to him “”. 


Johnson says, “ counselling is a responsive relationship 
arising from expressed need to work through difficulties by 
means of emotional understanding and growing responsi- 
bility ’’°. 


Krumboltz is of opinion that through the counsellor’s — 
helping relationship counselling is to affect the behaviour 
of the client®. 


Dr. Cavanagh suggests the following definition: ‘‘Coun- 
selling is a definite dynamic interpersonal relationship in 
which the counsellor, who should be more mature, more 
educated and more experienced, applies common sense in 
assisting another individual who is troubled to reach a 
beneficial self-solution of a mutually defined problem which 


4. Rev. Charles A. Curran. Counselling in Catholic Life and Education; 
Macmillan 1952 p. 452. 


5. Paul E. Johnson; Psychology of Pastoral Care; Abingdon Press; New 
York, p. 73. 


6. Krumboltz, 1965, BD. 56/6 


is within the ‘‘normal” range of behaviour, thinking, or 
fesling ’’’. 


Counselling, defines Tyler, is a helping process, 
enabling him to utilize the resources he has now for coping 
with life’. 


Psychological counselling as explained by Fr. Fuster, is 
a procedure which consists in a personal relationship 
between the client and the counsellor, in which the client 
aided by the counsellor, examines the causes underlying the 
growth of his problem, and learns a new and more satisfy- 
ing way of adjusting himself to his real environment’. 


According to Carrol A. Wise, non-directive counselling 
is an approach where the counsellor creates a very permis- 
sive atmosphere through acceptance, reflection and clarifi- 
cation of feelings expressed by the counsellee!®. 


Now keeping in mind the various definitions, counsel- 
ling could be understood as a definite helping relationship 
of love, trust and understanding where through the coun- 
sellor’s sensitive understanding and skillful responses a 
counsellee is assisted to discover himself and to find a more 
satisfying way of adjusting himself, enabling him at the 
same time to grow in freedom and self-confidence so as to 
become strong enough to act on his own choice. 


In this helping relationship, the older and the more 
common concepts of advice-giving, exhorting, punishing, 
_reprimanding or commanding etc. may not so much be 
appreciated, for, often they instill fear and seldom result in 
more than outward conformity or superficial change. 


7. John R. Cavanagh M. D., Fundamental Pastoral Counselling; Mercier 
Press; 1962, p. 17. 

8. This is attributed to Tylor. 

9. Fr. J. M. Fuster S.J., Psychological Counselling in India; Macmillan and 
Co. Bombay, 1964, p. 7. 

10. Carrol A. Wise; Pastoral Counselling Its Theory and Practice, Harper 
and Brothers Pub., 1951. 


Types of counselling 


1) Directive counselling: 


’ K directive counsellor is likely to lead the conversa- 
tion and try to persuade the counsellee to behave in certain 
prescribed ways’. 


2) Non-directive counselling : 

’ In non-directive counselling the counsellor merely 
‘lends a friendly ear’ to the counsellee, perhaps reflecting 
his thoughts and feelings, and detailing the alternative 
forms of behaviour’. 


Dr. Frank Lake! comments: Non-directive counselling 
was the way in which Carl Rogers described his work in the 
earlier years. He later felt it better to call it client-centred 
counselling. The name was given to indicate that it was a 
break-away from the old style advice-giving. 


Dr. Clinebell!* contributes the following suggestion 
towards this book: Carl Rogers’ client-centred approach 
is one which aims at releasing the inner potential of people 
through a relatively passive approach of listening, respon- 
ding and accepting the person. This is the approach which 
dominated the pastoral counselling literature for many 
years in America. From my contacts in India and the 
seminars which my wife and I led there on ’’ New Develop- 
ments in Marriage and Family Counselling’, I believe that 
many Indian pastors and other Church workers would 
profit from being exposed to the client-centred Rogerian 
emphasis to help counteract the authority-centredness of 
their way of functioning with people. 


Various names for the same: Non-directive counselling, 
Client-centred therapy, Emergent counselling, Relation- 
ship therapy. 


Il. Eysenck; W. Arnold; R. Meili op. cit. pp. 226 ff. 

12. Ibidem pp. 226 ff. 

13. Dr. Frank Lake is the Director of the Clinical Theology Association, 
Nottingham; He has made many contributions; one among them is here. 

14. Howard J. Clinebell Jr. a renowned author of many books on Pastoral 
Counselling, now the Prof. of Pastoral Psychology at Clearemont U.S.A., 
has made many valuable personal insights towards this book, 


3) Eclectic: 


This is favoured by many to synthesize the other 
methods. It could be easily adopted to various individuals 
and situations. The special features are: 1. Gets the 
-counsellee to do the maximum talking and to take the final 
responsibilities. 2. Structures the situations, problems 
and mutual roles, and also the insight from the data 
gathered by both. 3. Thereis listening. 4. It identifies 
the problems with or without the client. 5. Creates ways 
for self-understanding; proposes solutions with facility to 
work them out. 6 Remains non-directive to the person 
while providing direction in the process. 


Common features: These are the common features of 
the three types, as suggested by Fr. Ugarthe S.J.'5 The 
differences between the various methods are deep. There 
is more in them than a matter of stress. They actually bear 
on the techniques adopted and more so on the rationale 
behind. They have in common: 

— Some measures of success. 

- The mutual frankness and honesty of coun- 
sellor and counsellee as expected. 

— All are basically client-centred: with the good 
of the patient as the one goal. 

— All place much stress on the quality of the 
counsellor-counsellee. 

- The change in the counsellee is part of the 
process itself, althoughit may show fully in 
after-effects. 

- As stated, a good start for all is the Client-— 
Centred Method, for, echoing his sentiments 
gains his confidence. 


At present the techniques of client-centred therapy 
are used in different types and approaches of counselling 
such as: 


1) Psychological counselling: for personal growth. 
I5. Fr. Ugarthe S.J., is the Rector of the De Nobili College, Poona. He 
is a veteran counsellor. This passage is taken from his notes. 


2) Depth counselling: aiming at psychiatric or deeper 
psychotherapeutic treatment. 


3) Marriage counselling: Marriage counselling is a 
method of helping the couple to become aware of the 
dynamics between them and to create a real dialogue'® 


4) Pastora! counselling: Pastoral _ uses 
the techniques of client-centred therapy. But it is more 
eclectic. Itis elastic and adaptible. “It differs from other 
methods of counselling in that instead of the counsellor— 
counsellee approach of the directive-non-directive coun- 
sellor, it specifically includes God in the counselling 
relationship. It is clear that the counsellor-God-counsellee 
relationship would differ in many respects from the one-to- 
one secular counselling relationship'’. 


Pastoral counselling is essentially the task of a repre- 
sentative person within the Church’s communicating the 
care of ashepherd tothe sheep. The four main functions 
of pastoral counselling are sustaining, reconciling, guiding 
and healing. These have developed from the earliest days 
of the Church!8. 


Clebsch and Jackle define it: The ministry of the cure 
of souls, or pastoral care, consists of helping acts, done by 
representative Christian persons, directed toward the 
healing, sustaining, guiding and reconciling of troubled 
persons whose troubles arise in the context of ultimate 
meanings and concerns!?. 


5) Existential counselling: Existential view point, 
says Van kaam, is an attitude, an orientation of attention 
and this orientation is used in counselling. 
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According to Loius Marteau,”’ existential counselling is 
that ‘tone’ of the counselling situation which derives from a 


16. Rev. Louise Marteau, Prof. of Pastoral Counselling an excellent writer 
and a guiding force in hospital chaplaincy in England. He made many 
suggestions and contributions towards this book. 

17. John R. Cavanagh op. cit p. 8. 

18. Dr. Frank Lake op. cit. 

19. W. Clebsch and Jackle; Pastoral Care in Historical Perspective 1964, 

20. Louis Marteau op. cit, 


particular individual’s concept of the existential] philoso- 
phical idealogies. There is not one school of existentialism, 
but many which makes this a difficult question. The con- 
centration would be more on the whole person, and what 
he is ‘becoming’, within his own world, rather than on 
thinking in terms of his various internal ‘bits and pieces’ eg. 
personality traits, illness categories, etc. 


To quote an example from Fr. Vaughan S. J.2! 


When the existentialist faces such religious problems as 
God's existence, the immortality of the soul and belief (if he 
has such at all), he faces them as an existentialist, He is 
not concerned with theological proofs built upon revelation 
or with objective proofs for the existence of God and the 
immortality of the soul. He is concerned with man’s 
religious experience. His approach to religion is pheno- 
menological. This can be exemplified by the thought of 
Gabriel Marcel, who maintains that any attempt to demon- 
strate God’s objectivity is self-defeating because it 
transforms God into an object, a someone about whom I can 
talk as if he were not present. Marcel then goes on to 
expound a new “ontological argument” built upon personal 
experience, the notion of presence, and the I_thou relation- 
ship. Man’s concept of God and as a matter of fact, his 
whole religious belief is a personal experience. Fr. Vaughan 
continues: 


Among the specific aims of the existential approach to 
counselling there are three points that are particularly 
pertinent. , 


1) fostering freedom within the counsellee; 2) improv- 
ing his encounter with others; 3) discovering meaning for 
his existence. All the three have a direct bearing on 
religious experience. 


The healthy individual accepts them and goes beyond 
them, finding personal meaning in the world of reality. The 
neurotic is more apt to be limited to the culturally and 


21. Richard P, Vaughan S.J, Existentialism in Counselling. The Religious 
view; from Readings in Guidance and Counselling by James Michael and 
Nathaniel J. Pallone; Sheed and Ward, New York; 1966, pp. 25 ff. 


énvironmentally imposed meanings. His anxieties and 
fears deprive him of the freedom to discover meaning. He 
thinks and acts as he imagines others want him to think and 
act. Before he can discover freedom, he must discover 


himself as a being—in-the-world. 


Encounter” is a word that is sometimes used in exi- 
stential thought to describe a special relationship that can 
exist between two individuals. Here again freedom and 
openness must be present if the individual is to realize this 
communion, which is somewhat vaguely expressed as one 
existence communicating with another. Marcel speaks of 
this relationship as an ‘ ontological communion  “Fe-5n 
effort to convey the full meaning of this experience, he 
offers the following example: ‘ How often do I hear the 
tale of misfortunes and ills of others with whom I ought to 
sympathize, and yet inwardly I feel nothing? I cannot 
respond; they are just not there forme. But let me open a 
letter from a friend a thousand miles away telling me that 
he has been struck by a terrible disease, and at once I am 
with him, I suffer with him, we are together without gualifi- 
cations.” In the encounter, the other individual no longer 
remains a “he”, but bocomes a ” thou”. 


A final contribution of existentialism is the treatment of 
life’s meaning. Contemporary existential thought, there- 
fore, has a contribution to make to the counselling situation 
which, in turn, can further religious experience. It offers a 
unigue approach that attempts to enter into the counsellee’s 
world of reality and create an opennes which will allow him 
to understand and fully participate in this reality. Further- 
more, this approach disposes the counsellee to seek the 
meaning of his existence. All these aims directly influence 
the counsellee’s world of religious experience which is an 
integral part of his total experience. 


Aims of counselling 


Carl R. Rogers specifies the aims of counselling as: 


1. Greater independence and integration of the 
counselle. ‘Its aim is not to solve one particular problem, 
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but to assist the individual to grow so that he can cope with 
the present problem and with later problems in a better 
integrated fashion. If he can give enough integration to 
handle one problem in more independent, more respon- 
sible, less confused, better organized ways, then he will 
also handle new problems in best manner” ~. 


2. According to Van Kaam “the aim of counselling is 
growth in freedom and responsibility ’’. 


3. The counsellee is helped to grow from a)A 
feeling of no worth toa feeling of worth, inadequacy to 
adequacy; incompleteness to completeness, insecurity to 
security. b) Irresponsibility to responsibility. c) Closeness 
to openness. d) No destiny to destiny. e) Unloved and 
unlovable to loved and lovable. These also explain some 
of the basic needs and counselling removes the blocks that 
hinder the need —satisfying ways (Curran) and aims at 
personality growth (Fuster)”3. 


4. Besides, the counsellee may be helped to develop 
new skills, new approaches and new motives. The purpose 
may be to work through a problem or to make a decision or 
to bring about a change in behaviour or to instill self—con- 
fidence or to increase autonomy, understanding, efficiency 
and so on. 


To achieve these objectives the counsellee must be 
helped to discover himself. But one cannot, says Jean-Paul 
Sartre, know himself except through the intermediary 
of another person. And a counselling situation provides 
this other person for a personal loving encounter. This 
encounter is a necessity because problems come up ina 
relationship and so in a human relationship they must be 
solved. 


Characteristics of counselling 
1. Relationship as the core of counselling process : 


’ As our experience has moved us forward, it has 
become increasingly evident that the probability of the 


gee Carl R. Rogers; Counselling and Psychotherapy; Houghton — Mifflin 
Company 1942, p. 28-29. 
ae 3. M. Fustee cop. cit. p. 7. 


therapeutic movement in a particular case depends prima. 
rily not upon the counsellor’s personality nor upon his 
techniques nor even upon his attitudes but upon the way 
all these are experienced by the client in the relation- 
ship “ 4. 


This is because relationship embodies and expresses 
fundamental forces which influence individuals to shape or 
to modify their feelings and attitudes. Hence, the relation- 
ship between the counsellor and the counsellee must have 
certain characteristics. 


a) In any interpersonal relationship growth is condi- 
tioned mainly by trust. This is much more true of counsel- 
ling relationship. Counselling, therefore, begins from the 
moment the counsellee begins to trust the counsellor. 


Trust grows when they mutually express interest and 
concern. Betrayal, disloyalty, inability to keep secrecy etc. 
destroy trust. Hence the counsellor must create a feeling 
of trust”. 


b) The second important factor is emotional security. 
When they mutually respect their basic needs especially 
those we have already seen and psychological basic needs, 
they grow in counselling relationship. Any threat, condem- 
nation, accusation etc. will destroy emotional security and 
counselling may not be a success. 


c) Worthwhileness is another factor that encourages 
growth. Everyone wants to feel his worth. Hence mutual 
respect, adult responses etc. will encourage it; and any- 
thing that will give them the idea that they are judged, 


evaluated, condemned etc. will destroy this sense and spoil 
the relationship. 


d) Spontaneity (reciprocal openness, honesty, frank- 
ness, capacity to relate closeness, mutual listening). 


e) Authenticity. 


24. Carl R. Rogers; Client-Centred Therapy op. cit. p. 65. 


25. Rickely L. George, & E. Richard Dustin, The Minister as a Behaviour 
Counsellor, Pastoral Psychology Dec. 1970, Vol. 21 p. 16. 


f) Acceptance (understanding and recognition). 

g) Autonomy (freedom and equality). 

h) Mutual growth (becoming, actualizing, fulfilling). 
i) Mutual explanation. 

j) Therapuetic presence. 


The above said characteristics must be mutual. 


One of the elements which appears to stand out promi- 
nently in the initial reaction of the client is the discovery 
that he is responsible for himself in this relationship”® . 


2) Some other characteristic features of counselling 
(client-centred ). 


a) Essentially it is person-centred and not problem-— 
centred. 


b) Essentially it is thereapeutic, This therapy is not 
a preparation for change but ” it is change’ . 


c) It stresses “the emotional element, the feeling 
aspect of the situation than the intellectual aspect ’’28. 


d) Itstresses the immediate situation, rather than the 
individual’s past?°. 


e) Counselling is a growth experience — an experience 
of independence, freedom, integration of the counsellee 
rather than the solution of the problem” . 


f) ‘‘The principle function of the counsellor is not to 
cultivate self-understanding in the client but instead to 
create an atmosphere in which the client can work out his 
own understanding’”'. 


26. Client-Centred Therapy op. cit. p. 7I. 

27. Counselling and Psychotherapy op. cit. p. 29. 

28. Ibidem p. 29. 

29. \Ibidem p. 29- 

30. Jano Warters; Techniques of Counselling; McGraw-Hill Book Company, 
Inc., New York. 1954 p. 332. 

31, Ibidem p. 332. 
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g) Counselling leads toa voluntary choice of goals 
and actions. 


Further Dr. J. M. Egan suggests the following techni- 
ques:** 


1. Define for yourself what makes a good opening, for, 
rapport conditions the relationship. 2. Do not overtalk the 
counsellee. 3. Be a good listener. 4. Don’t subject the 
client to a third degree; don’t cross-examine him. Avoid 
questions as far as possible, particularly those that can be 
answered “Yes” or “No”. Don’t take away from the client 
his responsibility for self directions. 5. Recognize that 
some clients need you as asounding board. 6. Recognize 
that the first interview may be for the client exploratory. 
Accept the counsellee’s statements at the initial interview as 
facts. 7. Don’t be judgemental. 8. Accept the client and 
his reactions 9. Recognize the value of the period of 
silence which may punctuate the interview. 10. Use 
“conversational books”. 11. Use your minimal conver- 
sational contribution to reflect what the counselle has said; 
reflect the main feelings. 12. Watch for theme songs or 
seeming omissions and bide the time until these clauses 
are touched upon by the counsellee. Here the counsellor 
may put together the parts. 


13. Keep yourself out of the interview in the sense of: 


a) avoiding personal involvement — you may put your- 
self in a position with which you cannot cope. 


b) avoiding unnecessary reference to yourself, eg- 
‘’T would do it this way.” 


c) avoiding too much client-dependency or personal 
attachment in the form of possible transference relation- 


ship, since again, this can be a very difficult problem to 
handle. 


14. Assure the counsellee somewhere in the course of 
the interview, either directly or indirectly, of the confiden- 


32. Dr. J. M Egan, Vice President, Former Director of Personal Services, 
Assist. Prof. of Psychology., Jona College, U.S,.A.; taken from his notes, 
unpublished, 
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tial nature of the relationship by avoiding reference to 
“a fellow I know”, if such reference would sound like a 
betrayal of confidence; 


15. Have your limits for the interview but best keep 
them to yourself. In this light it is well to keep in mind 
that: 


a) you should not expect to obtain a total picture in 
one interview; 


b) you should not appear hurried, even though you are; 
c) recognize the need for professional referral. 


16. Allow the student to formulate his own plan of 
action. End your interview in some such way as ’/Now, how 
would you summarize what we have been saying? or What 
do you think is best for you? ” 


17. Acomfortable room that will afford privacy and 
comfort must be given. 


NAAAAAAAAAAAAAAAASAAARAAAAAAAA SS 
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CHAPTER II 


THE COUNSELLEE AND THE COUNSELLOR 


The counsellee is one who has freely come to the 
counsellor for help in his own inner struggle. lf he has 
come at the pressure of some one else or if he has no 
problem to be dealt with or if he does not require help in 
this situation, then he is not a counsellee. With such a 
person counselling is likely to be a failure. 


The right disposition in a counsellee: 


Right disposition in a counsellee is a thing that is to be 
worked up; it need not be expected in the first interview 
itself. Until it is created to a satisfactory level counselling 
will not be success. 


1. The counsellee feels that he is sick and that he 
needs help. 


2. Total honesty from the part of the counsellee; for 
‘total honesty about oneself is the first sign of a life that is 
being remade,” says Rajmohan Gandhi '. 


3. A disposition to be open and to discover oneself: 
Here again Dr. Paul Tournier stresses honesty, for ’” there 
could be no discovering of the person without this desire 
for complete honesty ’”. 


4. Courage to own oneself with defects if any. 


I. Dr. Paul Campbell; The Art of Remaking Man; Himmat Publ. Trust, 
Bombay 1970, p. IX. 


2. Paul Tournier M.D., The Meaning of Persons, SCM Press Ltd., Bloomburry 
Street, London, 1970, p 12. 
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S. Growth of counselling depends (a) on the depth 
of the problem (b) on the ability of the person to have 
positive feelings. 


6. Ability to trust and confide. 


7. A disposition to get deeply involved in the process; 
for he will get out of counselling what he puts into it. 


3. The existence of some anxiety before a person 
comes for counselling: if it does not exist he is hardly pre- 
pared for an honest counselling relationship. A proper 
level of anxiety is, however, most favourable? 


Hope anda anxiety are positive and helpful: for hope 
takes place says Marcel when some calamity is experienced. 
Hence hope is a response to stress’. 


9. Alack of defensiveness is a great help to counsel 
the emotionally disturbed. 


10. An ability to accept anything meaningful. ” A 
change can take place when a meaningful cause takes over 
a man’s life’, says Robert C. Leslie while interpreting 
Vector Frankl on Jesus and Logotherapy’°. 


Unhealthy dispositions: 


l. Seeking sympathy and support, rather than se@ar- 
ching for a way out to solve his problem. 


2. Lack of disposition to seek help in need; it may be 


due to an unhealthy feeling of independence, oribecause he 
feels like defending himself against a sense of weakness. 


3. Strong need to lean on others. 


4. A feeling that his case is unigue and that nobody 
will understand him properly. 


S. Strong fear of being condemned. 


Pastoral Psychology; June 1970, p. 5Il. 
Paul N. Pruyser; Phenomenology and Dynamics of Hope, 1963. 


Robert C. Leslie; Jesus and Logotherapy (Victor Frankl) Abingdon Press; 
New York; 1965, p. 74. 


mph Ww 
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The needs of the counsellee : 


1. Every client needs to be understoed and accepted. 
He must feel that the counsellor is an understanding person 
and that he can expect to get recognition and help. If his 
needs are not recognized the counselleee is likely to 
become defensive. Besides, he needs encouragement and 


support. 

2. The counsellee’s basic needs are to be known and 
recognized the way he understands them according to their 
priority in his life. 

(a) His psychological basic needs are: 

1. Affection. 2. Attention. 3. Security. 
4 Achievement. 5. Independence. 


(b) Then there are his existential needs and pangs: 
Dr. Philip A. Anderson® explains: Five major aspects of a 
man’s life are incomplete, unfinished, unresolved. A man’s 
WORLD — his worth, openness, responsibility, love, 
destiny — is troubled. The degree to which a person has 
realized these fundamental needs is always in process. 
One never completely finishes or finds perfection but he 
keeps trying to move along ad continuum toward more of a 
sense of rightness” in himself. Many people cannot let 
themselves be aware that ‘‘all is not right with my world ”, 
until they enter the change process. The ’ wrongness”’ is 
too painful. The needs are too great and the possibility of 
help too remote. 


Here is a reflection by a person who participated in a 
twenty four hour marathon house church experience. When 
help bigins to appear possible and available, we can let our- 
selves begin to feel fully the need within us to find a loving 
neighbour and a loving God. 


(c) Finally he has his basic existential-spiritual needs:’ 
1. The need for a meaningful philosophy of life and a 
challenging object of self-investment. 


6. Dr. Philip A. Anderson, “The House Church: Purpose and Process”’ 
Register, Chicago Theological Quarterly, 1970. 


7. Dr. Clinebell op. cit. p. 251 
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2. The need for asense of the numinous and trans- 
cendent. 


3. The need for a deep experience of trustful related- 
ness to God, other people and nature. 


4. lhe need to fulfil the “image of God” within oneself 
by developing one’s truest humanity through creativity, 
awareness and inward freedom. Thess needs are not 
‘spiritual’’ in some special “church” sense. Rather they 
are fundamental human needs which can be satisfied only 
as one interacts with the vertical dimension — the dimension 
of meaning and of God As Dietrich Bonhoeffer puts it so 
well: “To be a Christian does not mean to be religious in 
a particular way, to cultivate some particular form of asceti- 
CiSM...ee. Dut to be a man.” 


If his needs are unmet or if he does not get his basic 
needs due to some blocks that hinder the need-satisfying 
ways, the counsellee may seek help from a counsellor. For 
example, a girl of twenty, studying for final B. A., complains 
she cannot deal with elderly girls. She gets frightened of 
them. Yet she wants their affection and attention, but 
cannot go to them. The reason is that she had some 
unfortunate experience from an elderly girl when she was 
ten years of age. That experience was a shock. Even now 
that trauma continues to act as a block against her basic 
need to get affection and attention Now in a counselling 
situation she has to be helped to remove that block and 
then she will be free again to be sociable and satisfy her 
needs. 


The counsellee may come for help due to various 
other complaints such as: 


1. Psychosamatic symptoms. 2. Nervous tensions. 
3. Conflict. 4 Guilt. 5. Decision-making. 


THE COUNSELLOR 
The vocation of a counsellor: 
‘There can be few vocations more interesting than that 
of seeking to understand the human person’? The vocation 


8. Paul Tournier, op. cit., p. 45. 
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of a counsellor is a sublime one; it is a call to share in the 
work of the Holy Spirit. The vocation of the counsellor is 
one of real Christian love. He is called upon to enter into 
the feelings of other men. His is the calling of entering 
into the confusion of tortured souls and not turning aside 
because his own feelings can’t take it. He must, in truth, 
“empty himself’ for other men. His work with other per- 
sons is a challenge to give himself totally. It is only through 
his patience and understanding, his forgiveness and love, 
that men experience in an existential way the meaning of 
God’s patience and understanding, God’s foregiveness and 
love. That comes in a personal way, if it comes at all’. 


The counsellor must love unconditionally and com- 
pletely if he is to bring peace to men’s souls. There is no 
way to manufacture this or pretend that it is so. He must 
be genuine, he must be himself, he must be given over to 
others. 


Suitability of a candidate for counselling: 


The Committee on Counsellor Training, Division of 
Counselling Psychology of the American Psychological 
Association, states as selection criteria for counsellors, that 
they should be intellectually able, professionally motivated, 
emotionally and specially mature. According to the test 
conducted by Fr. Fuster S. J., the following criteria of the 
above said committee are quite valid for India. 


1. Superior intellectual ability and judgement. 
2. Originality, resourcefulness and versatility. 
3. “Fresh andinsatiable” curiosity; ‘self learner.” 


4. Interest in persons as individuals rather than as 
material for manipulation —a regard for the integrity of 
other persons. 


5. Insight into own personality characteristics; sense 
of humor. 


9. Eugene C. Kennedy M. M.; From his notes on ‘‘ Characteristics of the 
Counsellor. 


10. American Psychological Assoc., op. cit., 1947., pp. 539-558. 
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6. Sensitivity to the complexities of motivation. 
‘¢ Tolerance; “unarrogance.”’ 


8. Ability to adopt a ’ therapeutic” attitude; ability to 
establish warm and effective relationship with others. 


9. Industry; methodical work habits; ability to tolerate 
pressure. 


10. Acceptance of responsibility. 

ll. Tact and cooperativeness. 

12. Integrity, self control and stability. 

73. Discriminating sense of ethical values. 

14. Breadth and cultural background-“educated man”. 


15. Deep interest in psychology, especially in its clini- 
cal aspects. 


The preparations needed 
I. Insight into one’s needs: 


Father Charles Curran writes of the work of a coun- 
sellor: “Analogous to the manner in which the surgeon 
carefully ‘scrubs’ before an operation, the counsellor should 
enter the counselling relationship ‘scrubbed’ of his own 
self-concern and urges’". 


The counsellor must Prepare himself daily and keep 
himself fit like a sharpened sword. He must cultivate 
positive attitudes. eg. if it is hope he will inspire hope in 
his client; and the client will trust him more. Besides, he 
must understand himself, hig needs and urges and must be 
aware of them, lest these needs (compulsions rooted in 
one’s baised attitudes and feelings'*) go counter to his work 
as a counsellor. 


Father Curran says: Unless | have attained some 
measure of understanding and control over the primitive 
urges in myself, my basic anxieties and my compensatory 


Il. Charles A. Curran op,, cit. p. 99. 
12. J. M. Fuster op. cit., p. 30, 
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needs I really do not possess myself enough to give 
myself’. | 


All the same no counsellor is free from biased attitudes 
and feelings and therefors no one is free from the influence 
of one’s needs. Here, following Patterson’*, we shall 
mention some of these needs and the way they influence 
counselling. 


a) The need for socia! companionship: may influence 
behc viour towards clients of the opposite sex. This need, 
if not controlled, may turn 4 counselling interview into a 
‘date’ and thus thwart its purpose. 


b) The need for recognition and prestige: one 
naturally wishes to please others and to appear important. 
If the counsellor yields to these needs, he will indulge in 
displaying his knowledge and in adopting a self-centred 
attitude. 


c) The need for security: the counsellor with this need 
may get the client to praise him, and to say that aftera 
long time he has found a real counsellor, one who under- 
stands him etc. 


d) The need for being helpful: this may lead the 
counsellor to do things for the client such as protecting the 
client and manipulating the environment for him. 


e) The need for teaching: this may prompt the 
counsellor to elaborate non-pertinent points and thus to 
bother the client. 


f) The need to solve personal problems. this may 
sensitize the counsellor to certain problem-areas, or may 
lead him to project his own problem to the client, thus 
rendering himself unable to listen intelligently and to 
understand what the client is saying’’. 


13. Curran op. cit. p. 99. 
14. Patterson, C. H., Counselling and Psychotherapy; op. ci' 1959, 
15. J. M. Fuster; op. cit. p. 30. 
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2. Personal adjustment: 


Besides he is expected to be a ” well-balanced” 
personality; this does not mean that the candidate is not to 
labour under any personal problem. He may, as many 
people do; but at least he must be aware of it, and should 
have developed some technique to prevent his problem 
from spilling the counselling relationship. Those who have 
had serious problems and have resolved them, may be 
highly capable of helping others'°. 


3. Broad culture: 


It must help him to value and respect different cultures, 
customs and values in his counsellees. 


4. Other qualities: 


According to Fr. Charles A. Curran, the counsellor 
should be sincere, warm, accepting. He must be under- 
standing, mature and capable of facing difficultias.’ 
He should shed his mask and allow his closeness to be 
experienced by the counsellee. Whitely and Moshere stress 
these qualities to make counselling more effective!’. 


Empathy and common sense are the two very impoitant 
qualities; for much of the good counselling is common sense. 
Other qualities are already dealt with elsewhere. 


Limitations of the counsellor: 
a) Limitations arising from lack of rapport. 
b) Limitations arising from inability to help". 


Types of counsellor responses 


Psychologist Elias H. Proter Jr. has described five 
different attitudes which are implemented in a counsellor’s 
responses: 

16. Charles A. Curran op. cit., p. 29. 
17. Carrol A. wise, op. cit. p. 43 


18. Dugold S. Arbuckle, Kinds of Counselling; Journal of Counselling Psychology, 
May 1967, p. 195. 


19. T. M, Fuster, op. cit., p. 34, 


l. Evaluative. Ayresponse which indicates that the 
counsellor has made a judgement of relative goodness, 
appropriateness, effectiveness and rightness. He has in 
some way implied what the client might or ought to do, 
grossly or subtly. 


2. Interpretive. A response which indicates that the 
counsellor’s intent is to teach, to import meaning to the 
client, and show him he has in some way implied what the 
client might or ought to think, grossly or subtly. It may 
be done by generalizing the feelings of the client. 


3. Supportive. A response which indicates the coun- 
sellor’s intent to reassure, to reduce the client’s intensity of 
feeling and to pacify. He has in some way implied that the 
client need not feel as he does. It may not be good to 
support the ideas of the client. 


4. Probing. A response which indicates the coun- 
sellor’s intent to seek further information, provoke further 
discussion along a certain line and to query. He hasin some 
way implied that the client ought or might profitably 
develop or discuss a point further. Questions to uncover 
deeper feelings are very good. 


5. Understanding. A response which indicates the 
counsellor’s intention to so respond, as in effect, to ask the 
client whether the counsellor understands correctly what 
the client is saying”, how the client ‘’feels’’ about it, how it 
‘strikes’ the client and how the client “sees” it. This 
response is usually made: 


a) by giving the summary of the client’s talk, stressing 
the main feelings; | 


b) by recalling the feelings, using the key words and 
expressions of the counsellee. 
c) by clarifying. 


Put in other terms, an evaluative response is one which 
carries the counsellor’s value of judgement; an interpretive 
response is one which intends to teach or explain the 
dynamics of a person’s behaviour (the why”); a supportive 
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response is oné which seeks to reassure, inspire, or under- 
gird a person: a probing response is one which questions; 
and an understanding response is one which reflects the 
counsellee’s feelings and attitudes”®. 


ATTITUDES AND THE CORRESPONDING FUNCTIONS 
OF THE COUNSELLOR 
Understanding 


Among the different responses understanding is one of 
the best; for it manifests the right attitude of the counsellor; 
besides it helps the counsellee to see his own feelings 
reflected in their nakedness. 


This feeling of being understood is the basis for rap- 
Port, and it helps greatly to reveal further his inner feelings 


Example: 


In a group session for professionals, guided by three 
expert counsellors, one of the Participants, a man of 50, 
requested help to work out his personal difficulties. The 
counsellee began: 


Now it is twenty six years since I got married. I have 
eight children. My wife is 48. She had been very suspi- 
cious from the beginning. Now she has become a regular 
Nuisance tome. Her nagging and suspicion are a regular 
source of family quarrels. If ] say anything she will get 
offended and weep for hours, preferably in public. 
Children get the impression that I am ill-treating her, so 
much so they have become adverse to me. What I feel bad 
about is her nagging. Actually I wanted to have my ear-— 
drums jammed; but the doctors did not do it forme. My 
home is a hell, I am in agony, I am planning to leave them; 
what else shall I do, I do not know. 


Responses from the participants as counsellors: 


(Counsellor) - Clr. No. 1. How many years is it since you 
began to experience this way ? 


Clr. No.2. You seem to be a very kind person. 


20. Adapted from Clinebell: Op. Cit, p, 71. 
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Clr. No. 3. Do you know what I'll do? I will 
crush her bones (all laugh). 


Clr. No.4. I suggest that you better have a 
frank discussion with her in the 
presence of the children. 


Clr. No. 5. I think there is something wrong 
with her. She needs treatment. 
Is there anyone in her family with 
mental sickness ? 


One of the directors: Mr. B., it would seem that you 
ara in real agony, so much so you feel like getting away 
from your family. You feel your wife isa real nuisance and 
the children are against you. You feel deeply...... ’ 


Counsellee: Yes, just yesterday something very 
seriou; happened (tears,-the counsellor comes closer, 
touches his hand - pause) “’ My elcest son........” 


Here the response made by the director was an excel- 
lent one, and the counsellee felt understood. The coun- 
sellee wanted to express further his deeper feeling 
(vreeping). As he wept he was relieved. It is said understan- 
ding is one of the best therapeutic attitudes of the counsellor, 
’’ &K person is being helped the moment he feels that you 
are beginning to understand him?'.”’ 


Other responses are not often so helpful. Sometimes 
they can be harmful. Jane Warters writes: The authorities 
agree that asking leading questions (questions that suggest 
the answer) and cross questioning}should be avoided; and 
that asking questions too early in the interview alienate the 
counsellee” . 


About judging, Victor Frankl writes: ‘No man should 
judge unless he asks himself in absolute honesty whether in 
a similar situation he might not have done the same. ” 


21. Granger E, Westberg; Minister and Doctor Meet; Harper & Raw Publishers, 
New York, 196I, p. 21. 


2). Jane Warters; Techniques of Counselling; McGraw-Hill Book Company, 
New York, 1954, p. 322. 
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Sometimes silence is very good. Only a counsellor 
who is quite secure within himself can tolerate the amount 
of silence necessary to good counselling. 


’ So also clarification is generally good. Clarification 
may consist of re-statements of the client’s expressions with 
the belief that having the re-statements mirrored back may 
cause an understanding not present when the statements 
were uttered by the client to effect deeper under- 
standing “>. Rogers says: “To clarify and objectify the 
client's feelings is another role of the counsellor ”. 


Above all understanding in conflict is central in coun- 
selling, because the most useful theory presumes that the 
essentials otf human well-being are numerous (not sing!s) 
and mus! be maintained in vital balance with each other, 
i. e. there can be intrapsychic conflict between the elements 
of human life”+ . 


Factors that favour understanding 


1) Empathy: ‘There is something which is essential 
in counselling and for which we may use the word 
empathy’-°. Johnson says: “Empathy is understanding 
with the heart’’”®. 


“The ability of the therapist (to understand) accurately 
and sensitively experiences and feelings and their meaning 
to the client during the moment-to-moment encounter of 
psychotherapy, constitutes what perhaps can be described 
as the “work” of the therapist after he has first provided 
the contextual basis for the relationship by this self- 
congruence and his unconditional positive regard.” 


“Accurate empathic understanding means that the 
therapist is completely at home in the universe of the 


23. Leslie E. Moser Ph.D., Counselling A Modern Emphasis in Religion, Prentice- 
Hall, 1962, p. 263. 


24. Thomas W. Klink; Dept. Perceptions in Pastoral Work; Prentice-Hall: 


1965, p 24. 

25. Seward Hiltner; The Counsellor in Counselling, Abingdon Press; New York; 
p. 162. 

26. Paul E. Johnson; Psychology of Pastoral Care, Abingdon Press; New York: 
p92. 


25 


patient. It is a moment-to-moment sensitivity that is in the 


“here and now”, the immediate present .... It is of limited 
use to the individual if the therapist only arrives at this 
insightful and empathic understanding .... as he drives 


home at night. Such a delayed empathy or insight may be 
of value if thetherapist has a later chance to respond to the 
same theme, but its value would lie in formulating his 
empathic response to the patient’s immediate living of the 
relationship’’. 


2) Closeness: Paul Tournier observes: ‘Weare care- 
ful not to give too personal a gift to anyone we hardly know”. 
But when we do give they are touched. Our personal 
closeness is a personal gift; and when it is given fully as 
Christian charity demands, the counsellee is touched. Trust 
and rapport is created to better understanding’. 


3) “Stay with”: “It provides proof of the fact that to 
“stay with” the client’s attitudes, is almost certain to lead 
to more helpful catharsis. If the counsellor can be alert to 
the emotional aspects of the client’s expression, if he can 
respond to those attitudes as they are expressed, without 
going too rapidly, more complete and constructive revelation 
of basic problems is almost sure to ensure’’”’. 


Christian love: 


4. “The true meaning of love is understanding the 
other, attempting to know him and to recognize him asa 
person’. (Paul Tournier, "The Meaning of Gifts’’.°° 


5. Interest and concern: A counsellor cannot set out 
to work in the intimate demands of counselling relationship 
and expect that he will succeed solely because he has 
accumulated a certain amount of theoretical knowledge. 
The basic demand is that he is mature enough to forma 
genuine relationship with another troubled human being. 
The weary person, burdened with anxiety, doubts and 


27. Gerard Egan; Encounter; Books Cole Publ. Co., California, 1970, p. 280. 
28. Meaning of Gifts; Paul Tournier; op cit., pp. 107 and 145. 

29. Counselling and Psychotherapy; op. cit. p. 158. 

30. Meaning of Gifts; op. cit. pp. 167, 145, 63. 


uncertainty, will never work through his difficulties — wil] 
never ‘‘become” a more effective person if the care and 
interest he experiences are not genuine. 


In the first place, the passivity and seeming lack of 
interest or involvement is experienced by the client as a 
rejection, since indifference is in no real way the same as 
acceptance. In the second place, a laissess faire attitude 
does not in any way indicate to the client that he is regarded 
as a person of worth. Hence the counsellor who plays a 
merely passive role, a listening role, may be of assistance 
to some clients who are desperately in need of emotional 
catharsis, but by and large his results will be minimal, and 
many clients will leave both disappointed in their failure to 
receive help and disgusted with the counsellor for having 
nothing to offer*!. 


Paul Tournier suggests that it is better that we take 
interest in one man and understand him thoroughly than to 
examine a hundred superficially. We shal] not learn the 
person, study various facts, but understand him.22 That 
means time and trouble specially our personal interest. Van 
Kaam demands: One hecessary condition and the initial 
base for counselling, then, is to leave my self-centred 
world of daily involvement. My counsellee is anxious and 
at every moment on the point of retiring into himself. His 
hesitant expression of needs which he himself does not 
fully understand is neither violent or brusque, nor crystal 
clear. Itis not an open attempt to conquer my interest, 
nor does it necessarily Surprise, excite, or shock me. 
Especially in the beginning, it leaves an opening fora 
refusal. It is too delicate to force my attention. As long 
as | am occupied with my own conceptions about him and 
his case, obsessed with my half-conscious Or unconscious 
needs to impress him by my understanding or fast and easy 
solution, | will not understand the subtile shades of meaning 
in the words and movements of my counsellee. Occupied 
in this way by personal desires and professional pride, | 


31. Client-Centred Therapy; op. cit. p. 27. 
32. Meaning of Persons; op. cit. 1970, p. 21. 


27 


automatically excuse myself from the demands he makes on 
my unique presence””’. 


6. Genuineness and transparency in which I| have my 
real feelings. 


7. Therapeutic attitudes: Flexibility, acceptance, 
gentleness, sincerity etc.°’. 


8. Concern to relate and respond to feelings; and the 
therapeutic concern to have responsibility ceded to the 
client for the solution of problem. 


9. Other facts as suggested by Paul Tournier: learn- 
ing to learn; skill to observe; intuition to hold, to synthesize 
and to understand. 


Rapport: 


Understanding takes place where there is rapport. 
“Confidence and trust in the other: this has often been 
called rapport’°. A Comprehensive Dictionary of Psycho- 
logy and Psychoanalytical Terms gives it as: A comfortable 
relationship of mutual confidence between two or more 
persons” . 


If rapport is good even direct questions destined to 
open doors to understanding the client may sometimes be 
in order, says Leslie’’. 


According to Patterson, ‘counselling is not a bundle of 
techniques or a bag of tricks, but rather the kind of 
relationship in which the client really feels understood. 
In Patterson’s view, the essence of counselling is relation- 
ship. This perception of counselling suggests that a 
satisfactory working relationship in counselling is dciermined 


33. Adrian Van Kaam, The Art of Existential Counselling, Dimension Books, i966, 
p. 23 


34. Andreas Snoeck $.J., Confession and Psychoanalysis; Newman Press, 1964, 
n. 140. 


35. Carrol A Wise; Pastoral Counselling, op. cit. p. 40. 


36. Horace B. and Ava C., “A Comprehensive Dictionary of Psychology and 
Psychoanalytical Terms’. English Longmans Green Co, New York, 1957. 


37. Leslie E. Moser Ph. D., Counselling A Modern Emphasis in Religion; op, cit. 
p. 268. 
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by those qualities which the counsellor brings to this 
existential encounter in his person. While, rapport has long 
been regarded as central to effective counselling.” 


“And in this relationship rapport is regarded as an 
indispensable characteristic for successful counselling’”®. 


“Defining counselling as ‘essentially a process of 
making free’, Fr. Van Kaam asserts that the quality of the 
relationship determines to what degree the personal 
existential world will find expression. Fr. Van Kaam 
postulates that rapport is essentially a property of the 
client; in this view, he has defined rapport as the experience 
of really feeling understood.” 


“In the same vein, Rogers has offered a statement of a 
general law of interpersonal relationships which well 
illustrates the development of rapport: 


‘The more that Y experiences the communication of X 
as a congruence of experience, awareness and communi- 
cation, the more the ensuing relationship will involve; a 
tendency toward reciprocal communication with a quality 
of increasing congruence; a tendency toward more mutually 
accurate understanding of the communications; improved 
psychological adjustment and functioning of both parties; 
and mutual satisfaction in the relationship’’. 


This takes place ina relationship of mutual trust and 
openness. 


Encounter and understanding 

Encounter means ” being — together - with - others.”’ 
’’Encounter is meeting reality face to face. It is unbelie- 
vably complex; itis miraculously simple. My reality is my 
experience in the ever-present now’. 

‘‘In this encounter the other reveals himself directly as 


the other, as not-a-thing, as a conscious—being-in-the-— 
world. Itis the other in person whom I see shaking with 


38. James Mcihael Lee, Nathaniel J. Pallone; Readings in Guidance and Coun. 
selling; Sheed and Ward; New York, 1966, p. 265. 

39. Ibidem pp. 264-265. 

40, Arthur Burton; Encounter; Jessy-Bass Inc., Publ., San Francisco.,’ 1969, p. 69. 
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fear or whom I hear sighing under the burden of his cares. 
I feel his cordiality in his handshake, in his soft-spoken 
voice, in the benevolence of his looks. Those too who hate 
me or are indifferent toward me, who find my company 
boring, who fear, despise, or mistrust me, those who want to 
console, tempt, blame, persuade, or amuse me are in person 
present to me The look of such a one, his gesture, his 
words, his attitude etc. are always his look, gesture, words, 
or attitude. He is in person directly and immediately 
present to me“! . 


The core of psychotherapy, the basis of change and 
growth by means of human relationships is the essence 
of cure in the deepest sense” . 


For only in an encounter he reveals himself as we have 
already seen that in this encounter the other reveals him- 
self directly as the other*®?. Paul Tourier attests: But at this 
stage my essential task was not in the sphere of therapeu- 
tics: it was not even to talk; during those two hours no 
word had passed between the patient andme. We looked 
into each other’s eyes, and there passed between us, quite 
simply, a slow smile of understanding. She knew, with 
complete certainty, that I understood her. But there was 
much more, more than any conversation could over say™*. 


Every encounter is a dialogue. Luipen says: ‘ On 
several occasions we have called the encounter a dialogue, 
in the broadest sense of the term. Two partners participate 
in a dialogue, two conscious beings contribute their part. 
But at the end of the dialogue it is no longer possible to 
determine what came from one and what from the other’’*?. 


41. William A. Luipen O. S. A., Ph.D., Existential Phenomenology, 7th Ed., 
Duquesne University Press., 1960, p 185. 


42. Adrian Van Kaam., The Art of Existential Counselling; Dimension Books, 
1966, pp. 19-20 


43 Existential Phenomenology, op. cit p. 185. 


44. A Doctor's Casebook; Paul Tournier; op. cit., 1966, SCM Press Ltd., p. 164, 
45. Existential Phenomenology, op. cit. p. 226. 
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From this encounter emerge mutuality; be with a 
person constantly in his attitudes and feelings*° . 


This dialogue takes place in the encounter and through 
touch, glance, modes of behaviour and expression and 
through the fellowship of the other?’. 


Therefore this encounter is creative. If one realizes that 
not only the loving encounter, but any encounter with the 
other “makes” the other be, a first step will have been 
made toward the understanding of the preceding view of 
love. The loving encounter is only a special way of 
“making” the other be. Every encounter does the same, 
but in a way which is determined by the nature of the 
encounter in question. Examples should make this evident. 
They show that I ” make” the other be and that he ‘“makes”’ 
me be. This reciprocity offers no difficulty, because every 
encounter is reciprocal’ . 


Paul Ricoeur says: “The community is my good because 
it leads towards making me whole within a “we where the 
lacuna of my being would be filled” (Paul Recoeur p. 128). 


It means the real communion of “we” ” I + Thou ’’ 
Thus all encounters must lead to communion and dialogue. 
is an articulation of the communion of the (we) community 
(Bernard Herring) through communication. 


Therapeutic presence in our encounter makes it 
meaningful :— ; 


Van Kaam says: The appeal of a whole person can be 
answered only by the presence of a whole person. Every- 
thing that is less is a betrayal of that appeal and an escape 
from the giving of one’s self in the authentic therapeutic 
encounter” . 


‘ God revealed himself through His presence: and 
continues to doit through His Eucharistic presence, social 
presence and finally through His eternal presence in 


46. Carrol A. Wise; op. cit. p. 51. 
47. The Meaning of Persons op. cit. p. 127. 
48. Existential Phenomenology; op. cit. p. 226. 


49. The Art of Existential Counselling; op. cit. p. 22. 
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heaven. It is real and active. Now in the Mystical Body 
through our presence others are to encounter God’s pre- 
sence. Without their solidarity of the ‘I’ and ‘Thou’ in 
the Mystical Body as ‘We’ it is difficult. Any breakage 
from this and the inability to re-establish it make as neuro- 
tics: and genuine company and intimacy make us good 
and healthy. The healing of injuries will take place only 
through a healing relationship with another person ’’”’. 


Encounter entails that I share the life of the other, the 
existence of the other, his way of being in the world. In: 
encounter we experience real care for one another. 


To have real understanding, care and cure, the counsel- 
lor’s must be a loving presence and a meaningful presence. 
Not all loving presences are meaningful eg. to the sick son, 
who is badly in need of skilled nursing care, his mother’s 
presence does not because meaningful though it is a loving 
presence. But a loving and skilled nurse’s presence is 
meaningful through her skill and love. We say “skill and 
love’ for, skill alone does not make her meaningful unless 
she has love to share that skill in an encounter. So also the 
counsellor must be skilled to make himself meaningful, and 
have love to care for the other in a genuine encounter. 


Besides, the counsellor is to be a significant presence 
in the life of his counsellee. The counsellee must feel that 
this counsellor has really understood his particular problem 
and that it relieves him, redeemes him; so much so the 
counsellee considers him a very significant person in his 
life or in his particular problem. This means that the coun- 
sellor must be capable of becoming all for all. eg- at 
table one needs a little pickle more to make his dinner 
really delicious. Seeing his restlessness his neighbour just 
passes it down from another table. Now the neighbour 
who was sensitive to understand his needs has become all 
for him; for to make himself completely happy here and 
now all what he needed was perceived and supplied. [his 
disposition to understand the particular need of the 
counsellee and be all for him make the counsellor very 


50. Carrol A. Wise: op. cit. 1957. 
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significant and precious. The encounter with such a loving, 
meaningful and significant presence of the counsellor is 
really healing. 


Communication 


“The essence of counselling is communication”! eg. 
a troubled person communicates and he feels happy, 
Communication is defined as the process of conveying 
information, attitudes and ideas, by means of symbols and 
gestures”. 


“In analyzing the process of communication, one of our 
first conclusions is that in every encounter between man 
and man each person brings out of his life meanings that 
are available for communication.” 


We are now ready to define communication, to identify 
the relation in which it takes place. It occurs whenever 
there is a meeting of mean'iq between two or more°*. 
Communication is more than talking, it is the 
conveying of experience in terms of their meaning”. 
Gerard Egan says: Total human expression refers to a man’s 
ability to communicate himself fully — that is, on both an 
intellective and an emotional level. This ability will be 
examined in terms of three dimensions of dialogue. Pathos, 
logos and poiesis. Pathos refers to all the elements, 
passive and active, that constitute the experience of feeling 
and emotion. Logos is a large concept; it refers to man’s 
ability to communicate himself to others, bothin words and 
through non-verbal behaviour. Logos also refers to the 
ability to use all channels of interpersonal communication 
in the translation of oneself, intellectually and emotionally, 
to the other. These channels, according to Wiener and 
Mehrabian (1968), include (1) language in its most straight- 
forward sense — that is, verbal content, eg-., werd mean- 
ing and syntax”; (2) the way in which the verbal message 


51. Carrol A. Wise; op cit., p. 5. 

52 Florence C. Kempf & Ruth Hill Useem: Psychology; Dynamics of Behaviour 
in Nursing; W. B. Saunders Company, U.S.A, p. 204, 

53. Renel L. }iowe, The Miracle of Dialogue; op. cit., pp. 22-23. 

54. Carrol A. Wise; op. cit., p. 6. 
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is delivered — that is, “the extralinguistic phenomena of 
communication (Mehl. & Schultz, 1964), eg., variations in 
tonal qualities, patterns of stress, pitch and pauses which 
are not dictated by the required linguistic form”; and (3) all 
the forms of non-verbal behaviour that enter into the com- 
munication process — that is, ‘’motoric or bodily pheno- 
mena...... , eg., facial expressions, gestures, postures and 


become irrational>°. 


The communication is not only by the use of words that 
the patient might well have used, but also by the sensitive 
play of voice qualities which reflect the seriousness, the 
intentness and the depth of feeling”®. 


In counselling, communication is to take place in all 
these levels. But some times meaningful expressions are 
hindered. 


A barrier to communication is something that keeps 
meanings from meeting. Meaning barriers exist between 
all people, making communication much more difficult than 
most people seem to realize. It is false to assume that if 
one can talk, he can communicate °’. 


Hence, the barriers: language, images, anxieties, 
defences (for fear of being judged, possessed, rejected, 
making a chance in one’s ways) purposes etc. 


Factors that control communication °°. 


1. The counsellor’s attitude towards persons and their 
problems. 


2. The counsellor’s religious interpretations of man. 
3. The counsellor’s conception of himself and his role. 


55. Gerard Egan; op. cit. 1970, pp. 141-142 
56. Ibidem, p 280. 

57. Renel L. Howe; op. cit., pp. 22-23. 

58 Carrol A. Wise; op. cit., p. 7. 


Listening 


To understand the personal meaning of events we need 
listening. ‘Listening is truely an art, not an impersonal 
skill, because it must come from the inner attitude of mind 
on the part of the listener and not just a well—perfected 
verbal technique’ *”. 


Dr. Frieda Fromn Reichman in her principle of intensive 
psychotherapy speaks about listening. ‘To be in command 
of this art is the prerequisite of all intensive psychotherapy 
for listening is healing” ™. 


Fr. Peter W. Cantwell O. F. M.°! writes: “What do we 
mean by listening, by really hearing someone? We mean 
that we hear not only the words (may be no words are 
spoken), but we pick up the feeling tones, the personal 
meanings, even the meaning that might be below the cons- 
cious intent of the speaker. Can we sense the shape of this 
person’s inner world, can we put ourselves in his shoes and 
appreciate what it is like to be him? In the novel “To 
Kill A Mocking-Bird,” hearing another person deeply is 
described as the ability to jump inside the skin of the other 
person and walk around and see the world through the eyes 
of the other. It means that behind the aggression of the 
tesnager we are able to sense the uncertainty and insecu- 
rity and unsureness of the maturing adolescent: behind the 
cynicism of middle age the disappointment of ambitions not 
realized; and behind the caprices and attention-demanding 
of old age the torment of no longer feeling of apparent 
use. 


But to hear the need is only half the story. The listener 
must communicate to the one in need that he has heard, 
for the communicator needs assurance that here is a true 
listener, a true understanding heart. There must be 
something in the listener’s manner — non-judgemental, 


59. Thomas W. Klink; Dept. Perspectives in Pastoral Counselling; Prentice-Hall., 
1965, p. 20. 


60. Michael Wilson; The Church in Healing; SCM. Press Ltd., 1966, p. 47. 


6!. Fr. Peter W. Cantiwell O. F,M, “Creative Listening’? Sursum Corda Vol. 12. 
Oct. 1972, p. 214 ff. 
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accepting, non-evaluative, caring — and something in what 
and the way he communicates that defines him as an under- 
standing heart. 


Itis into this true listener, this accepting and caring 
helper that the one in need can take the risk of plunging 
himself. He feels that he can begin to open up, to be 
himself for his fragile gift will not be shattered on the rock 
of hardness of heart and self-righteous judgement, but will 
be tenderly and graciously held as it is, and accepted and 
prized. ) 

With that acceptance and prizing, the first stone is 
removed from the ramparts, the first step is taken from the 
dungeon. There does not seem to be quite so much need 
for defenses now; for another human being has seen, at 
least partly and has believed; has seen something of the 
real self and, miracle of miracles, even liked it. I am no 
longer condemned to aloneness, another has shared my 
experiences with me, I now belong, I can join the human 
race again. 


It is this kind of listening that is truly redemptive and 
creative. 


This listening is also creative for it releases the spon- 
taneity, the creative potential of the one who is heard. It 
encourages and frees him to begin to become that unique 
self which he truly is. A person does not and cannot 
become his true self until he feels free to express his own 
deepest feelings and know they are accepted and under- 
stood and until he is able to trust his own spontaneous 
and deepest self and allow that self to flow into the 
communation. 

The most exquisite homage youcan pay another is to 
listen to him. 

One of the biggest difficulties in people’s problems is, 
if you listen you provide a companion. You can’t relate to 
another human being unless you are silent within yourself. 
So also with God. 

Tayler Caldwell in her forward to the novel, ” The Man 
Who Listens’ says, ’’ man’s real need, his most terrible 
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need, is for someone to listen to him not as a patient but as 
a human soul. He needs to tell someone of the bewilder- 
ment he encounters when he tries to discover why he was 
born, how he must live and where his destiny lies. 


A hard task: 


To listen means to welcome another into yourself 
through your welcoming attention, welcoming presence, 
inviting look, smile and recognition. Listen to the whole 
person. Listen with your mind and heart. 


Carl Rogers writes: “ Probably the most difficult skill 
to acquire in counselling is the task of being alert to and 
responding to the feelings expressed rather than giving 
sole attention to the intellectual content” ©. 


Michael Quois says: “To listen is to accept. To accept, 
you must welcome the other into your life Itcan be quite 
as discouraging to find no room in the inn in the life of your 
neighbour as to be without a roof over your head. You have 
to see toit that there is always room in your inn, that the 
door is always open. Let there be no need for a” Beware of - 
Dogs” sign in front of your home. Whether that dog be your 
temperament, your pride, your egoism, your jealousy, your 
sarcasm, your gruffness, your tactlessness . Never let the 
other draw back with this reproach: ‘he does not care’ or 
‘l was afraid that he would throw me out’ .. ... or ‘that he 
would make fun of me’ _.. or ‘that he would not understand’ 
eee Don’t hold back so that the other becomes hesitant: 
welcome him immediately into your life, if only by means of 
a shake-hand or a smile if you haven't the time to have him 
sitdown. A moment of complete attentiveness is quite 
sufficient to welcome the other. Don’t let your furniture 
block his entry. ‘ There must be plenty of room. Don’t try 
to impose your likes, your ideas, your points of view. If you 
offer the other anything let it be done with a generosity 
that expects nothingin return. Don’t force a lease upon 
the other. Let him come and go as he wills without having 
to commit himself, ” 


62. Counselling and Psychotherapy; Carl R. Rogers; op. cit. p. 133. 
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Clinebell says, in the first counselling session, through 
disciplined listening to and reflecting on the parishioner’s 
feelings, catharsis of bottled-up emotions begins. ‘Coun- 
selling consists of the establishment and subsequent utili- 
zation of a relationship’. A therapeutic relationship grows 
as the counsellor pours himself into being with the burdened 
person. This means concentrating on listening, feeling and 
relating These activities are important during all phases 
of counselling They are absolutely indispensable during the 
early stages. Instead of worrying about what he is going to 
say or do next (as inexperienced counsellors tend to do) the 
counsellor should focus his energies on feeling and being 
with the person in an alive human relationship. As the 
parishioner senses, even vaguely, that the minister is really 
trying to listen deeply and to relate fully, a tiny fragile nexus 
as delicate as a spider web will begin to connect his alone- 
ness with the minister’s aloneness. This is to the first vital 
strand of what will become a sturdy bridge connecting the 
islands of awarness of two human beings. This bridge is 
called rapport® . 


This art of reflective listening is essential in counselling. 
The pastor attempts to listen to feelings as well as words. 
He listens for feelings that are ‘between the lines’, too pain- 
ful to trust to words. Now and again he responds to these 
feelings. 


As a counsellor listens in depth, with all his faculties, 
to the multiple levels of communication, verbal and non- 
verbal, he reflects back to the person in paraphased form, 
what he hears, particularly the persons big (dominan) feel- 
ings. His listening is ‘disciplined listening — focusing on 
what seems to have the most meaning and significance. By 
centring attention on significant points, summarizing what 
is being communicated and occasionally asking a question 
for clarification, the counsellor helps the person to begin to 
organize his confused inner world. Thus he gradually 
comes to understand his problems more clearly. 


63. ‘‘Listening’’ Clinical Pastor! Care., Clinical Theology Assoc. London, 1972, 
p. 10. 
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Ten commandments for good listening 
1. Stop talking: You cannot listen if you are talking 


2. Put the talker at ease: Help him to feel that he igs 
free to talk. This is often a permissive environment. 


3. Show that you want to listen: Look and act in. 
terested. Do not read your mail while he talks. Listen to 
understand rather than to oppose. 


4. Remove distractions: Don’t doodle, tap, or shuffle 
papers. 


9. Empathize with him: Try to put yourself in his 
place so that you can see his point of view. 


6. Bepatient: Allow plenty of time. Do not interrupt 
him. Don’t start for the door or walk away. 


7. Hold your temper: An angry man gets the wrong 
meaning from words. 


8. Go easy on argument and criticism: This puts him 
on the defensive. Do not argue even if you win, you lose. 


9. Ask questions: This encourages him and shows 
you are listening. It helps to develop points further. 


10. Stop talking. This is first and last, because all other 
commandments depend onit. You just can’t do a good 
listening job while you are talking. Nature gave man two 
ears but only one tongue, which is a gentle hint that he 
should listen more than he talks. 


(Behaviour Science Centre, Allahabad, India) 


Communication is basic to life, listenining makes it 
mutual. And understanding makes it meaningful. Hence, 
understanding makes the difference. 


Sensitity 
Rogers says: 


Perhaps the first qualification for a consellor is that 
he should be a person who is sensitive to human relation- 
ships. This is a quality which is difficult to define 
satisfactorily, but which is evident in almost any social 
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situation. The person who is quite obtuse to the reactions 
of others, who does not realize that his remarks have caused 
another pleasure or distress, who does not sense the 
hostility or friendliness which exisis between himself and 
others or between two of his acquaintances, is not likely to 
become a satisfactory counsellor. There is no doubt that 
this quality can be developed, but unless an individual has 
a considerable degree of this social sensitivity it is 
doubtful that counselling is his most promising field of 
effort. On the other hand, the individual who is naturally 
observant of the reactions of others, who can pick out of a 
school room group the unhappy children, who can sense 
the personal antagonism which underlies an outwardly 
casual argument, who is alert to the subtle differences in 
actions which show that one parent has a comfortable 
relationship with his child, another relationship full of 
tensions — Such a person has a good natural foundation 
upon which to build counselling skills®4. 


Sensitivity to listening developed by alertness, is a 
normal level to catch up non-verbal communications. 
The counsellor must be sensitive to his own feelings, to the 
feelings of the counsellee and to the amount of feelings 
emerged. He must remain sober. 


A meditation on Christian—Sensitivity® 


Who is the person sitting next to you? You may know 
his name, how tall he is and where he is from. How much 
more do know him? 


1. The person sitting next to you is suffering. He is 
working away at problems. He has fears. He wonders how 
he is doing; and often he doesn’t feel too good about how 
he is doing and he finds that he can’t respect or be a good 
friend of himself. When he feels that way about himself, 
he has a hard time loving others. When he doesn’t feel 
good about himself and finds it hard to love others, he 
suffers. 


64, Counselling and Psychotherapy; op. cit., p. 254, 


65. Adapted from Ross Snyder; published by Social Pastoral Course; Seva Sadan., 
Bhopal., 1971. 
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He may be suffering because two things are pulling 
him in different directions at the same time. They clash 
with each other. He is undecided, he is disorganized. And 
in indecision and disorganization one is so close to chaos 
that suffering becomes intense. 


2. The person sitting next to you has right to be a 
person. That is, he has a right to choose and decide, to 
have a private life of his own. He also hasa right to be 
understood. And unless he can be understood by other 
people he is prevented from being a person. To be 
understood, how desperately we all want it | 


The person sitting next to you can do some things well. 
And there are some things that he can do better than 
anyone else in the whole world. 


The person sitting next to you has a right to be active, 
to run himself, to show responsibility to other people. 


3. The person sitting next to you is an inexhaustible 
source of energy. Within him are energies that have only 
been partially awakened. Nine-tenths of his possibility have 
not yet been discovered or used. There are all kinds of 
good, struggling to be born from within this person. 
There are also anxieties and hatreds that are struggling to 
be expressed — not necessarily acted upon but expressed, 
shared with at least one other human being. Sometimes if 
these things deep inside, could be expressed, then he would 
be free to love others. 


Deep within people, there is a great toughness for their 
own integrity, a great tenacity in the face of adversity. 
Human nature is the most indesfructible thing that we know. 
It has an unlimited ability to take whatever comes, to go on 
surviving in the midst of unbelieveable difficulties and 
persecutions. A person is extremely tough with an over- 
powering will to survive, to attain completion and to express 
something of himself in the world. 


4) 


A word about the counsellot’s ethics: 


The confidences of the counsellee must be respected. 
The counsellor can not divulge it except with his permission. 
But when the counsellor sees that it might go against the 
well being of the counsellee or that of others, it may not 
be divulged. Eg. the suicidal attitude of a patient. 


The staff, however may discuss the problem to study 
and help the patient. 


Patterson writes: “It is generally agreed that con- 
fidential information may be discussed with professional 
persons under certain circumstances .... It is customary 
to discuss clients’ problems in case-conferences, without 
necessarily obtaining specific permission from the client. 
It is assumed that the client is aware of the practice, and 
knows that records are kept and are accessible to staff 
members of the agency. It appears to be desirable, 
nevertheless, to request the client’s permission to use the 
information in case-conferences, if there is any question 
that he might not be willing. This attitude sounds very 
reasonable and commendable’. 


BANANANAAANAAANAAARAAARRAAAAAARAND 


$6. Patterson; op. cit., p. 44. 
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CHAPTER III 
ABNORMAL PSYCHOLOGY 


Dr. Alan De Sousa M. D., (Psych. Med.), D. P. M., 
M.W.P.A., F.R.S.H. (Lond.), F.I.P.S., F.I.C.A. (U.S.A.) 


Psychology is the science of the human mind and 
includes the different aspects of the mind, namely thought, 
emotion, behaviour and their accompaniments. Abnormal 
Psychology is the science of functioning of the abnormal 
mind and encompasses the so called ” psychiatric” dis- 
orders. 


The dividing line between normality and abnormality 
is very thin and what constitutes normality and abnormality 
is very relative with regard to culture, society, religion and 
other factors of this type. Thus a Christian would be 
abnormal among head hunters as a head hunter among us. 
The W. H. O. defines mental health (normality) as “a state 
of complete physical mental and social well being and not 
merely the absence of disease or infirmity”. Healthy 
persons are those who make good friends, good workers, 
good employers, good colleagues, good marriage partners, 
good parents and good citizens. In short, a normal person 
should conform to the standards of thinking, feeling and 
behaviour of the culture, class, race, religion, age group, 
sex and society to which he belongs. Failure to conform is 
necessarily considered abnormal and the individual is 
considered to be suffering from a psychiatric disorder. 


Psychiatric disorders are classified as follows :— 
1) Neuroses or psychoneuroses 
2) Psychoses 
3) Psychosomatic disorders 
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4) Character or personality disorders 
5) Sexual disorders 

6) Mental retardation 

7) Epilepsy 

8) Behaviour problems in children 


Neurosis 


Neurosis is a psychiatric disorder, in which, the involve- 
ment of the personality is minimum, contact with reality is 
maintained and usually occurs due to difficulties in the 
environment. 


Neuroses are subdivided as follows :— 
1) Anxiety state or anxiety neurosis 
2) Reactive depression 
3) Neurotic depression 
4) Hysteria 
5) Obsessive compulsive neurosis 


6) Phobia. 


Anxiety state or anxiety neurosis: 


It is a feeling of apprehension or dread and can occur 
spontaneous or as a result of facing a difficult environment. 
Anxiety states are of two types: a) acute anxiety state and 
b) chronic anxiety state. The adjectives acute and chronic 
are used to differentiate the onset and duration of the 
anxiety state. An acute anxiety state is sudden in onset, 
and the duration is short, and may take the form of panic. 
A chronic anxiety state has been going on for a long time. 


The symptoms of an anxiety state are (a) psychological 
and (b) physical. The psychological symptoms consist of 
(i) the feeling of uneasiness, worry, apprehension or dread 
(ii) restlessness and an inability to sit still (iii) insomnia 
which may be confined to the first part of the night (early 
night insomnia) or may occur throughout the night. 
(4) Amnesia (loss of memory) due to confusion and an inabi- 
lity to comprehend and think logically. The physical 
symptoms consist of (i) palpitation-awareness of the beating 
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of one’s heart, (ii) tremors - shaking of hands, legs, etc. 
(iii) frequency of wanting to urinate. (iv) diarrhoea 
(v) breathlessness, (vi) muscular pains and spasms. The 
cause of anxiety lies in the personality. The individual 
feels he is incapable of facing a particular situation in life 
itself. It is indeed normal to feel anxious in a difficult situ- 
ation, but when the anxiety is such that it disturbs the 
individual’s functioning, it is classified as a neurosis. 
Anxieties have their roots in childhood in the form of 
insecurities, which have led to faulty personality (ego) for- 
mation. 


The treatment of anxiety consists of (i) drugs — minor 
tranquillizers, (ii) psychotherapy. The common minor tran- 
quillizers which are used commonly, are (i) Chloridiazepoxide 
(Librium) doses of 1C-20 mgms., three times a day, (ii) Diaze- 
pam (Calmpose) in doses of 5 mgms., three times a day, 
(iii) Meprobamats (Miltown) in doses of 200-400 mgms., 
three times a day. 


Psychotherapy is a form of psychological treatment, in 
which a trained therapist enters into a professional relation- 
ship with the patient with the idea of reducing or removing 
certain symptoms and bringing about growth and develop- 
ment of the personality. A psychiatrist may not always be 
available to administer psychotherapy and here I would 
like to stress the usefulness of a pastoral counsellor. A 
pastoral counsellor is often the best person to give psycho- 
therapy, because he has a first hand knowledge of the 
family set-up and the spiritual life of the patient. He can 
thus proceed with the psychotherapy with the proper 
insight and without wasting the patient’s time with prelimin- 
aries. Further a pastoral counsellor is more easily accessible 
to the patient when required. 


Reactive depression: 


It is a feeling of depression (being fed-up) when faced 
with a disappointment or failure. It is quite normal to feel 
depressed in these situations, but when the depressions are 
of such a nature or intensity that they interfere with the 
individual’s functioning, it is classified as neurosis. 
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The symptoms of reactive depression consist not only 
of feeling fed—up, but also the feeling that life is not worth 
living and has no meaning or hope anymore. The patient 
feels it is better if he were dead. He loses interest in life 
and at times refuses to eat and neglects his duties. A 
suicidal attempt or a successful suicide may complete the 
picture. 


The cause of reactive depression is the result of a very 
punitive conscience (super ego) which blames the patient 
for the failure. The patient due to a weak personality (ego) 
feels incapable ot facing life and as a result feels it is better 
if he were dead. 


The treatment of reactive depression of (a) Antidepres- 
sents and (b) Psychotherapy. The most common depressants 
in use are mipramine (Tofranil) and amitryptline (Sarotena) 
administered in doses of 25-50 mgms., three times a 
day and ‘given for a minimum period of three weeks as the 
drug takes three weeks to act. Psychotherapy consists in 
boosting up the patient’s ego and put the blame for the 
disappointment or failure on someone else. This process 
serves to relieve the burdened person and aids recovery. 
A pastoral counsellor could be very useful in releiving guilt 
and bringing a ray of hope through religion. The patient 
can be instructed to get reconciled to God’s will and say 
‘Thy will be Done’. Acceptance hastenes recovery. 


Neurotic depression : 


It is a form of depression which results from frustration 
of neurotic goals: The patient has hopesto achieve some- 
thing he really cannot and one that is impossible. Failure 
to achieve this end results in depression. The symptoms 
are akin to reactive, depression with the only exception 
that a patient’s suffering from neurotic depression rarely 
commits or attempts to commit suicide. The cause of the 
problem is the basic neurotic personality that seeks the 
impossible. 


The treatment is basically similar to that of reactive 
depression. Through psychotherapy the patient is taught 
to accept what he can’t achieve. The prognosis is generally 
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poor as the patient seldom accepts what he should. A 
pastoral counsellor can aid the therapy by trying to con- 
vince the patient, as the patient often has faith and trust in 
him. 


Hysteria : 


It is a form of neurosis in which anxiety which has been 
prevailing for some time is converted into bodily symptoms 
or leads to a state where the person may lose his identity 
(dissociation). Hysteria may mimic any physical disorder 
Thus the symptoms may take the form of paralysis of diffe- 
rent parts of the body or bodily symptoms, or hysterical fits. 


The cause of hysteria is a difficult stressful environment 
which has its effect on any individual who is sensitive and 
easily affected. Once the anxiety is converted into bodily 
symptoms, the patient is anxiety free and shows an indif- 
ference to hissymptoms. If the patient loses his identity in 
a dissociated state, the memory for the period of time is 
generally lost. It is thus often difficult to get to the root 
cause of the trouble. Patients can be made to talk by 
artificial means, i. e. injecting sodium pentothal or methe- 
drine intravenously - slowly. 


The treatment of hysteria consists in treating the 
cause and bringing about adjustment in the family. 
The patient may be administered drugs for anxiety 
and depression if these symptoms are present. A pastoral 
counsellor can be very useful as often he knows the 
family best. His insight can be used to obtain the cause 
and with his help the problem can be remedied. 


Obsessive - compulsive neurosis: 


Itis a neurosis characterized by obsessions and compul- 
sions. An obsession is an idea which comes to the patient's 
mind and inspite of every effort to displace it, the patient 
cannot eg. the preoccupation with the idea of dirt. A com- 
pulsion is an action which the patient feels compelled to 
perform inspite of every effort to stop it eg. compulsive 
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hand washing. Obsessive-compulsive neurosis is charac- 
terized by certain ideas and actions of a repetitive nature 
which the patient cannot stop. 


The cause of the neurosis is due to a very rigid perso- 
nality which comes under certain stress. The stress causes 
anxiety which becomes the motivating force, forcing the 
person to conform and continue these actions with an 
idea to prevent further anxiety. 


The treatment of obsessive compulsive neurosis consists 
of psychotherapy and anxiety relieving drugs. Unfortu- 
nately the prognosis is generally bad, and the patient 
hardly responds to treatment. 


Phobia: 

Phobia is a neurosis characterized by fears associated 
with a particular situation, animal or thing. The patient at 
times becomes paralyzed by fear when facing the phobia 
producing stimulus. 

The cause of phobia is a past experience which caused 


similar fear earlier, and the fear is recreated when the 
patient faces the same situation in similar environment. 

The treatment of phobia consists of psychotherapy and 
anxiety relieving drugs. The patient is made to realize that 
there is no need to be afraid andifa particular experience 
worried him earlier it is not likely to occur again. The 
patient may be deconditioned or desensitized by being 
exposed to slowly increasing doses of the phobia object. 
Phobias respond fairly well to treatment. 


Psychoses: 
The following are the common types of psychoses: — 
Schizophrenic psychoses. 
Manic—Depressive psychoses. 
Involuntional psychoses. 
Senile psychoses. 
Puerperal psychoses 
Organic psychoses. 


oat WHF 
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Schizophrenic psychoses or schizophrenia : 


It is a disorder of thinking, feeling and behaving with 
a tendency to formation of hallucinations and delusions, 
with a tendency to withdraw from reality and gradual dis- 
integration of the personality. 


The patient who develops schizophrenia is generally a 
shy, sensitive, suspicious individual who because of his old 
behaviour is sometimes the topic of conversation of his 
friends. The patient has only to hear this and he confirms 
others are talking about him. This is the beginning of 
delusions of persecution. The patient may believe that 
people are not against him, but are interested in him 
because he is a very important individual, the beginning of 
delusions of grandeur. As the disorder progresses the 
patient's thinking gets affected and thought block, thought 
insertion or thought withdral may occur. Bodily symptoms 
in this state are common and the patient often believes he 
is suffering from a chronic disorder eg. leprosy, syphilis, 
tuberculosis etc., the beginning of somatic delusions. The 
patient develops a listening attitude and even at a distance 
comes to hear others talking about him — auditory halluci- 
nations. 


The emotional life and feelings of the patient suffer 
and inappropriate moods are commoni.e: laughing or 
crying spells without reason. The behaviour of the patient 
gets out of control and the behaviour of a schizophrenic may 
vary from absolute quiet behaviour to extremely aggressive 
behaviour. A social deterioration sets in and the persona- 
lity of the patient deteriorates. A hereditary basis for this 
disorder has been put forward but not explained. Factors 
in the family and in the social circle are more important. 


The treatment of schizophrenia consists of drug therapy 
by means of major tranquillizers (chloropronazine and 
hithioperazine) in doses sufficient to control the patient’s 
symptoms. Electroconvulsive (shock) therapy is indeed 
very useful to control the symptoms particularly of a highly 
excited patient. Insulin coma and subcoma therapy has 
been used with a fair degree of success. Psychotherapy 
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and occupational therapy are most useful in case of chronic 
cases. The mode of therapy would depend on the individual 
patient. A pastoral counsellor is a worthy asset in this 
disease particularly since it runs a chronic course and the 
patient often complains about symptoms connected with 
sex, guilt, sin and religion. 


Manic depressive psychosis: 


It is a psychosis characterized by attacks of mania and 
depression. Mania consists of an elevated mood, flight of 
ideas and psychomotor acceleration. In mania the patient 
is very active, full of beams, can hardly be stopped and 
often has grand ideas. Depression is the extreme opposite 
and consists of depressed mood with crying spells, poverty 
of ideas, psychomotor retardation and at times suicidal 
ideas. The sleep of the patient is often disturbed both in 
mania and depression. Some patients only suffer from 
manic attacks. Some patients only suffer from depressive 
attacks and some patients have alternating attacks. 


The treatment of depression consists of anti-depressant 
drugs and electroconvulsive therapy. The treatment of 
manic consists of tranquillizers and electroconvulsive 
therapy. A pastoral counsellor is useful particularly in 
assisting patients suffering from depression as they often 
feel guilty and further have suicidal ideas. The pastoral 
counsellor should get the patient to reaffirm his trust in 
God’s mercy and thus tide the patient over the crisis. 


Involuntional psychosis : 


It is a form of psychosis which occurs for the first time 
during the involuntional period (i. e. 45-55 years in the 
female and 55-65 in the male). This period is characterized 
by the waning of the sexual organs and their hormones. A 
loss of sense of well being occurs and earlier insecurities 
come to the fore with which the uncertainity of retirement 
and the onset of physical disorders i. e. diabetes, high blood 
pressure, heart disease etc. cause the individual to feel 
insecure and depressed. If the patient blames himself and 
feels he ig not good and is guilty and deserves to be 
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punished, he develops the depressive variety of the illness: 
If he blames others and suspects them, he develops the 
schizophrenic variety. The depressive variety is treated 
with antidepressants and electroconvulsive therapy, while 
the schizophrenic variety is treated with various 
tranquillizers and electroconvulsant therapy. A pastoral 
counsellor is again helpful particularly with the depressive 
variety of patient. 


Senile psychosis: 


It is a variety of psychosis which occurs for the first 
time in the senile period eg. after the age of seventy. The 
contribution of the process of ageing and cerebra! arterio- 
sclerosis (thickening of the blood vessels that supply the 
brain) must be remembered. Asin involuntional psychosis, 
the psychosis takes two varieties -the depressive and the 
schizophremic. The treatment consists of antidepressants 
for depression and tranquillizers for schizophrenia. Electro- 
convulsive therapy is not usually used because it increases 
confusion of these patients. The importance of attending 
to the social factors in this illness must be stressed, for 
these patients often have financial difficulties and 
further have very poor contact with near and dear ones. 
A pastoral counsellor is very useful in reassuring these 
patients, allaying fears of death and helping the social 
scene as possible. 


Puerperal psychosis: 

It is a form of psychosis which occurs during the puer- 
perium i. e. the forty days following childbirth. The variety 
of psychosis may be again either of the depressive or 
schizophrenic variety and the treatment is the same as 
mentioned earlier. 


The strain of childbirth together with the baby for 
reasons of sex, deformity etc. contribute greatly to causation 
of the disorder. A pastoral counsellor can be of great help 
in getting the patient to acept life and not brood. 


Organic psychosis: 
It is a variety of psychoses which is due to physical 
disease of the brain. The basis for organic psychoses may 
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be injury, infection, tumours, degenerations, poisons (drugs) 
and the like. The symptoms are those of a schizophrenic 
mixed with symptoms due to the physical disorders. Tran- 
quillzers help to keep the patient controlled and the cause 
should be treated. 


Psychosomatic disorders; 


They are disorders of the body (soma) which have a strong 
psychological component in their causation. The impor- 
tance lies in the fact that the treatment of this disorder 
consists in treating the underlying psychological factors, 
without which no cure can be achieved. The following 
disorders are now accepted as psychosomatic: i.e. peptic 
ulcer, bronchial asthma, coronary artery disease (heart 
disease) essential hypertension (high blood pressure), dia- 
betes, rheumatoid artharitis, eczema, neurodermatics, 
migraine, ulcertive colitis and mucous colitis. 


A particular personality profile is described with each of 
these disorders and this particular personality under stress 
develops the disorder if predisposed by heredity and cons- 
titution. In other words, psychosomatic disorders are 
disorders of stress. As aresult of stress, at first a distur- 
bance of the physiological functioning of the organ occurs. 
If this disordered physicology is progressive and continuous, 
pathology sets in, in other words, the disease. The site of 
the organ involved depends on an _ inherited organ 
weakness. 


To cure a psychosomatic disorder it is important to 
remember that itis not enough to achieve symptomatic 
relief, the cause (i. e. the psyche) must definitely be treated. 


Character or personality disorders: 


They are psychiatric disorders that are basically anti- 
social in nature. They include 


a) Psychopathy 

b) Alcoholism 

c) Drug dependance 
d) Sexual perversions. 
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Psychopathy : 


Psychopaths are antisocial individuals who are always 
in trouble and cause others to suffer, but do not suffer them- 
selves. They do not profit from experience or punishment. 
They are hedonistic and callous in their behaviour. They 
have a characteristic way of explaining their*behaviour so 
that it seems warranted and justified. Psychopaths are of 
three types: (i) aggressive psychopaths who act against soci- 
ety with great force eg. criminals, murderers etc. (ii) creatine 
psychopaths who come up with fantastic schemes but 
swindle others eg. swindlers, cheats etc. (iii) Inadequate 
psychopaths who do nothing very severe against society 
but indulge in petty crimes eg. small thieving. 


No treatment is of any avail for all these individuals 
who basically continue in their earlier stride inspite of all 
efforts on the part of the medical profession and social 
workers. A pastoral counsellor can do very little in these 
cases. 


Alcoholism : 


Alcoholics are said to include all those repeated users 
of alcohol who once they start drinking cannot stop drinking 
and tend to drink round the clock with resulting deteriora- 
tion in the physical, mental and social functioning. 

When alcoholics make an attempt to stop drinking they 
suffer from a withdrawal syndrume, which makes them return 
to alcohol to get rid of its symptoms. Withdrawal syndrome 
in its mildest form consist of restlessness, anxiety, 
tremors, depression and insomnia, andits severe forms have 
been called delirium tremens. It consists of clouding of 
consciousness, tremulousness, auditory and visual hallucina- 
tion; insomnia and a dream-like state. This condition is 
often fatal inspite of the best medication and attention. 


The cause of alcoholism is multiple. These individuals 
are very self-centred, unable to face difficulties and have 
poor inner controls due to their faulty upbringing. They 
seek refuge in oblivion, whenever faced with a threatening 
problem and continue to return to alcohol inspite of even 
giving it up at times. 
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The treatment of alcoholism consists in hospitalization 
and complete withdrawal of alcohol. The patient should be 
covered up with tranguillizers and hypnotics and rest and 
sleep should be provided. These patients are often 
malnourished. So their nutrition should be supplemented 
with vitamins galore and medical complications should be 
treated as they arise. A pastoral counsellor is at times useful 
in reassuring a patient during the withdrawal phase and 
further in encouraging the patient to stay off the alcohol. 
Further the knowledge the pastoral counsellor has about the 
patient’s family is useful in helping to cure the faulty 
interaction between family members which often exists. 


Drug dependence: 


It is a state of chronic periodic intoxication induced by 
repeated ingestion of a drug and includes a tendency to 
increase the dose and develop psychological or/and physi- 
cal symptoms when the ingestion of the drug is stopped 
abrupily. 


As in alcoholism, these patients have poor will (inner 
control) and seek refuge from the difficulties of everyday 
life by ingesting a particular drug. The drugs to which a 
person commonly becomes dependent are (1) opium and its 
derivates (2) cocaine (3) barbiturates (4) marijuana and 
its derivatives (5) amphetamines. In fact, dependence to 
any drug is possible. The only requirement is a vuluner- 
able personality, with a chance to obtain a drug. The 
person is usually on the look-out for some drug and a doctor 
is never to blame for his prescriptions: Once the patient 
finds a drug and feels the relief he obtains, in a vulnerable 
personality the stage is set for the development of 
dependence. 


The treatment of drug dependence consists of hospita- 
lization and the complete withdrawal of the drug. Some 
authorities advocate a gradual withdrawal. A gradual 
withdrawal reduces the chances of withdrawal symptoms 
but gives the psychiatrist no chance to assess whether the 
patient is still obtaining the drug from a mysterious source 
due to the absence of withdrawal symptoms. As in the 
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treatment of alcoholism the patient is covered with tran. 
quillizers and his nutrition and complaints are treated. 


The prognosis in the treatment of both alcoholism and 
drug dependence is poor, as in psychopathy and the chances 
of failure are immense. Inspite of every effort in treatment 
the relapse rate is very high for the simple reason that these 
patients hardly want to give up alcohol orthe drug. They 
are not willing to suffer the hardships of every day life and 
having found a way out through alcohol or drug, are so 
conditioned that they return to it again and again for relief. 


Sexual perversions: 


They consist of sexual behaviour in which heterosexual 
intercourse is not the aim of sexual relationship, but the 
sex activity takesan aberrant turn. The common sexual 
perversions are:— 


a) Homosexuality — Sexual behaviour between 
members of the same _ sex. 
When among female known as 


lesbianism. 

b) Pedophilia — Sexual relationship of adults 
with small children. 

c) Necrophilia — Sexual relationship with dead 
bodies. 

d) Bestality — Sexual relationship with 
animals. 

e) Fetisism — Sexual organism is reached 
through contact with inanimate 
objects. 

f) Exhibitionism — Sexual pleasure is obtained by 


exhibiting one’s sexual organs. 


g) Voyeurism — Sexual pleasure through view- 
ing sexual acts, sex organs etc. 


h) Fellatio - Sexual relationship by means 
of the partner sucking the 
male organ. 
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i) Cunnilingus ~ Sexual relationship by licking 
the female organs. 


Each of the above sexual perversion has a psychological 
basis. At times they may form part of the foreplay hetero- 
sexual relationship (i.e. a means to an end). But when they 
become an end in themselves they are termed sexual 
perversions. 


The treatment of sexual perversions consists of treat- 
ment of the underlying psychological disorders. A pastoral 
counsellor may be very useful in getting these patients to 
seek treatment and later getting them to persist with 
treatment which is often along drawn out process. 


The character or personality disorders described above 
have some featurs in common. These patients have been 
social misfits from childhood. They were irregular in 
scholastic attendance and application. Farental deprivation 
and faulty parental attitudes have been blamed as the 
cause. A history of truancy and delinquency is common 
during adolescence and these individuals drop out from 
school. Their job record is again irregular with frequent 
resignations or change of jobs for the flimsiest of excuses. 
They all indulge in alcohol or/and drugs. Their sex life is 
in chaos. The divorce rate is high, and premarital and 
extramarital sex is the rule. They frustrate their friends, but 
being glib talkers often charm at the first meeting. The 
prognos as mentioned already, is summarily bad and no 
treatment is of any avail. 


Sexual disorders: 


Sex is an essential part of man’s life and is closely 
connected with the mind. Thus when the mind is disturbed 
sex life is commonly affected and disorders result. 


Impotence : i 


It is an inability to perform the sex act by the male to 
the satisfaction of both partners Impotence is of various 
types a) no sex desire at all; b) inability to have 
an erection of the male organ; c) inability to sustain the 
erection till penetration of the female passages; d) loss 
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of erection and discharge of semen immediately on penetra- 
tion (premature ejaculation), e) ejaculation of semen after 
a very long time (retarded ejaculation). 


Impotence has a psychological basis in most cases, and 
it borders around conflicts which prevent normal sexual 
activity. The treatment of impotence consists of psycho- 
therapy and drugs to relieve anxiety and tension: 
Frigidity: 

It is a lack of sex desire in the female resulting dis- 
interest in the sexual relationship. A woman can often 
hide her frigidity because she does not have to take as 
active a part in sex life asthe man, and can pretend to 
enjoy sex and get away. The treatment of frigidity is again 
by arriving at the unconscious conflicts and faulty notions 
surrounding sex and through their liberation bringing about 
the ability to enjoy hetrosexual activity. 


Mental retardation 


Mental retardation is a disease in the intelligence of a 
individual during the period of development i.e. till the age 
of about eighteen. Any decrease in the intelligence after 
that period is referred to as dementia. 


The causes of mental retardation are (1) inherited 
factors, (2) infections of the brain and its covering i.e. 
encephalitis and meningitis, (3) head injury, (4) drugs 
and poison, (4) abnormalities of the brain due to 
malformation i.e. hydrocephalis etc., (5) Rh. incompatibility, 
(6) Mongolism, (7) Endocrine disorders - cretinism. 

There is no medicine for mental retardation. The 
patients Intelligence Quotient must be tested to detect the 
level of intelligence. The normal 10 is90-110. Those 
patients who have an IQ of 50-74 can be educated but toa 
lesser degree than normal children. Those patients having 
an IO of 30 — 42can be trained. Those patients having an 
IO below 30 are untrainable. For special training and edu- 
cation the mentally retarded should be sent to special 
schools where all the children are retarded and the teachers 
are specially trained to teach these children. Thus the 
problem of a child getting frustrated is prevented. I repeat, 
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there is no medicine for mental retardation and a low IO 
has come to stay and is permanent. 
Epilepsy : 

It is a disturbance in the functioning of the brain wherein 
certain electrical discharges originating in a particular area 
of the brain spread to other areas with resulting distur- 
bances of consciousness and other accompanying symptoms. 
The type of activity associated with epilepsy will depend on 
the type of electrical activity and the rate of origin. Epilepsy 
requires to be handled by a specialist in this field. The 
patient should be very regular with his medication and 
follow the consultant's advice tothe letter. The treatment 
usually extends to five years or more. Patients should not 
try reduction in dosage of medication prescribed which may 
precipitate an attack of epilepsy. Remember, the fits are only 
controlled with the medication, not cured. 


Behaviour problems in children: 

They are disorders in children that have failed to respond 
to the usual methods of correction and disturb the function 
ing of the child himself and others surrounding him. The 
types of behaviour problems encountered are (a) antisocial 
problems i. e. deliquency in all its forms, (b) habit disorders 
i. e. scholastic backwardness, bedwetting etc., (c) persona- 
lity disorders i. e. shyness, temper tantrums etc. The cause 
of behaviour problem usually rests with the parents to which 
the child and his environment contribute in some measure. 
The faulty attitudes of the parents should be corrected and 
rehabilitation of the child carried out as possib! 9. 


The disorders of abnormal behaviour (abnormal psych- 
ology) described above are not all inclusive. They consist 
of the typical types of disorders seen. The author has con- 
tent himself in describing the outline only, with an idea to 
orient the reader with these disorders but by no means 
to prepare him to treat them. Treatment cannot be learnt 
through a book. Handling of the disorder personally is 
most essential, without which disaster is bound to occur. 
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CHAPTER IV 


COUNSELLING PROCESS 


Our purpose: 


With Fr. J. M. Fuster! we emphasize that the objective 
of psychological counselling is to help the maladjusted, or 
the individual with minor personality problem, that is, pro- 
blems that are not deep seated or rigidly neurotic in 
character, and that are more amenable to conscious pro- 
cesses. The help that psychological counselling can render, 
according to our view, consists in personality growth or in an 
increase in maturity. This can assume different forms such 
as self-understanding, emotional control, a lowering of 
tension, adopting realistic attitudes towards life, developing 
more satisfying inter-personal relationships, aiming at 
moderate goals which fal] within ones reach, building pro- 
per habits, modifying ones habitual approach to life 
situations, overcoming inferiority feelings, etc. The major 
mental disorders are the field of the psychiatrist. 


According to Allport: A Propriate function of special 
interest today is the self-image, or as some writers call it, 
the phenomenal self. Present day therapy is chiefly 
devoted to leading the patient to examine, correct, or 
expand this self-image. The image has two aspects: the 
way the patient regards hig present abilities, status and 
roles, and what he would like to become, his aspirations for 
himself. The latter aspect, which Karen Horney calls the 
“idealized self-image” is of special importance in therapy. 
On the one hand it may be compulsive, compensatory and 
unrealistic, blinding its possessor to his true situation in life, 


fe ae M. Fuster S. J., Psychological Counselling in India, op. cit., p. 151, 
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on the other hand, it may be an insightful cognitive map, 
closely geared to reality and defining a wholesome ambi- 
tion. The ideal self-image is the imaginative aspect of the 
proprium, and whether accurate or distorted, attainable or 
unattainable, it plots a course by which much propriate 
movement is guided and therapeutic progress achieved’. 


Counselling or “psychotherapy deals primarily with the 
organization and the functioning of the self’”’. 


The process: 


The following may be considered a simple common 
process of counselling: 


In the first stage the counsellee expresses his feelings 
and the counsellor listens, understands and accepts. It 
helps the counsellee to understand himself. 


In the second stage the counsellee expresses further 
and sees where he stands and suggests of his own accord 
a way out or expresses helplessness. The counsellor 
may then clarify further the counsellee’s stand and may 
suggest a way out and both together evaluate the alter- 
natives. 


In the third stage the counsellee accepts a more satis- 
fying alternative from among the suggested ones or even 
an altogether new one of his choice. He is fully free to 
accept any plan; and the counsellor helps him in all these 
and supports him when he has accepted a plan. 


In the final stage there is the feed back. If the coun- 
sellee has succeeded he is congratulated; if he has not, 
together they begin the whole process again. 


If they meet with a failure the counsellor need not be 
put out. The Holy Spirit is the only infallible counsellor. All 
others are fallible. If the counsellor fails it will be good 
for him to admit it; for his sincere, authentic, humble dis- 
position will win over the counsellee. 


2. Gordon W. Allport., Becoming., New Haven and London Yale University 
Press., pp. 46-47. 


3. Client-Centred Therapy., op. cit., p. 40, 
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Rogers specifies twelve steps in therapeutic process’: 


1) The individual ‘’comes for”, this is the first step that 
he of his own accord takes. He takes the responsibility to 
change. 


2) The helping situation is usually defined that the 
patient works out his own solutions, that the counsellor is 
to assist, that the patient has to think through and decide, 
that the patient is responsible for any change in his be- 
haviour; hence define the relationship in terms of freedom 
and responsibility. This is one of the dynamics of therapy. 


3) The counsellor encourages free expression of feel- 
ings in regard to the problem. To some extent this is 
brought about by the counsellor’s friendly, interested, 
respective attitude. To some extent it is due to improved 
skill in treatment interviewing. Little by little we have 
to keep away from blocking the flow of hostility and anxiety, 
the feelings of concern and guilt, the ambivalances and the 
indicisions which come out freely, if we have succeeded in 
making the client feel that the hour is truly his to use as he 
likes; the whole aim is to encourage free expression. 


4. The counsellor accepts, recognizes and clarifies 
these negative feelings. 


5. After expressing these negative feelings, positive 
feelings follow “by the faint and tentative expressions of 
the positive impulses which make for growth.’ The more 
violent and deep the negative expressions (provided they 
are accepted and recognized) the more certain are the 
positive expressions of love, of social impulsess of funda- 
mental self respect and of the desire to be mature. 


6. “Accepts and recognizes the positive feelings as in 
the same manner in which he has accepted and recognized 
his negative feelings’’. 


7. This insight, this understanding of the self and 
acceptance of the selfis the next important aspect of the 
whole process. It leads to integration eg. “I am really 
justified but want to be normal”. 


4. Adapted from Carl R. Rogers’ Counselling and Psychotherapy. 
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8. Intermingled with this process is a process of 
clarification of possible decisions, possible courses of action. 


9. Then comes one of the facinating aspects of such 
therapy, the initiation of minute but highly significant, 
positive actions. 


10. Next is further growth, further insight and courage 
to go ahead. 


ll. There are increasingly integrated steps of actions; 
there is less fear of making choices, more confidence, 
self-directed actions. ‘’The personal relationship between 
them is at its strongest”. 

12. There is a feeling of decreasing need for help and 
a recognition on the part of the client that the relationship 
must end. 

Later on in client-centred therapy (Ch. 4) Carl Rogers 
speaks of the following process: 

In every therapeutic orientation people are helped. 
They feel more comfortable within themselves. Their 


behaviour changes often in the direction of a _ better 
adjustment. 


Characteristic changes or movement in therapy: — 

1. In type of material presented: 

Here material means verbal content presented by the 
client. 

It was observed that the counsellee first talks about the 
problems, symptoms etc. 


— secondly, talks about insightful statements show- 
ing understanding of relationship between past 
and present. 


— thirdly, understanding of the situations. 


— fourthly, exploration of feelings and attitudes 
to the problem areas followed by increased 
related insight, self understanding; 


— fifthly, reorganization of material......... and, 
- sixthly, the negative and positive feelings . 
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Other changes are: 
from symptom to self 
from environment to self 


from others to self 
from past to present. 


This is because the counsellee is helped to focus his 
attention on himself and his feelings. 


2. Changes in perception of and attitude towards self. 
This happens when the counsellee is capable of differenti- 


ating his perceptions now and before and integrating into 
a new lite. 


3. Movement toward a denied experience: Repressed 
materials are brought out and become conscious and aware. 


This happens by allowing to express the feelings without 
accusing. 


4. Characteristic movement in the valuing process: 
Value as we are now, rather than as we ought or should. 


S. Characteristic development in the relationship : 
As the relationship between the counsellee and counsellor 
improves the therapeutic process also improves. What the 
counsellee needs is love and acceptance. 


‘Therapy consists in experiencing self in a wide range 
of ways in an emotionally meaningful relationship with the 
_ therapist’’s. 


6. Change in personality development: 


“This change is had mainly in the unification and inte- 
gration of personality, a lesser degree of neurotic tendency, 
a decreased amount of anxiety, a greater decree of accept- 
ance, of self, and of the emotionality as a part of self, in- 
creased objectivity in dealing with reality, more effective 
mechanisms for dealing with stress—creating situations, more 
constructive feelings and attitudes and a more effective 
intellectual functioning? . 


5. Client-Centred Therapy., op. cit., p..172. 
6. \Ibidem p. 178. 
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9. Characteristic change in behaviour: 

(a) During the later part of the therapy the coun- 
seilee’s conversation includes an increased discussion 
on plans and behaviour, steps to be undertaken and dis- 
cussion on the outcome of these steps. 


b) In successful client-centred therapy an examina- 
tion of all references to current behaviour indicates that 
there is a change from relatively immature behaviour to 
relatively mature behaviour during the course of interviews. 

c) In successful client-centred therapy there is a 
decrease in psychological tension as evidenced in a client's 
verbal productions. 

d) In successful client-centred therapy there 
appears to be a decrease in current defensive behaviour 
and a greater awareness of those defensive which are 
present. 

e) As a result of therapy the client shows increased 
tolerance for frustration as objectively measured in psycho- 
logical terms. 

f) One behavioural outcome of client-centred therapy 
is improved functioning in life tasks; improvement in reading 
on the part of school children, in adjustment to job training 
and job performance on the part of adults. 


The growth of a therapeutic relationship’ 

During the first counselling session, the following 
should occur: 

1) The foundation is laid for a growing therapeutic 
relationship as rapport is established. 

2) Through disciplined listening to and reflecting of 
the parishioner’s feelings, catharsis of bottled-up emotions 
begins. 

3) The pastor acquires a tentative understanding of 
the person’s “internal frame of reference” - how life looks 
from within his personal ‘’world”’. 


“if de, J. Clinebell Jr., Basic Types of Pastoral Counselling., Abingdon Press 
67. . 
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4) The counsellor gains a diagnostic impression con- 
cerning the nature of the counsellee’s problems, the ways in 
which his relationships are failing to meet his needs, and 
his resources and limitations in coping with his situation. 


S) On the basis of this tentative diagnosis, the 


minister suggests an approach (or approaches) to obtaining 
help. 


6) If continued counselling by the minister seems indi- 


cated, the structuring of a counselling relationship should 
occur. 


Counselling consists of the establishment and sub- 
sequent utilization of a relationship, the guality of which can 
be described as therapeutic (healing), maieutic (facilitating 
birth), or reconciling. 


This is the psychological environment in which healing, 
growth and successful coping can occur. Such a relation- 
ship is the sine qua non of counselling. Counselling pro- 
cedures and techniques are helpful only within sucha 
context. Experiencing this quality of relationship is in 
itself healing and growth stimulating. The most important 
single objective of the first interview is the beginning of 
this relationship. 


A therapeutic relationship grows as the counsellor 
pours himself into being with the burdened person. This 
means concentrating on listening, feeling and relating. 
These activities are important during all phases of counsell- 
ing: 

In his book, Becoming a Person (Ch. 7), Carl Rogers 
speaks of the following changes in the counsellee: 


1. Achange in the counselle is perceived as “shifting 
along a continuum from complete fixity to flexibility”. 


2. A change in one’s own internal experience of the 
conflict leading finally to adjustment. 


3. A change from incongruence to congruence. 
4. Achange from unwillingness to communicate to 
willingness. 
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$ A change from unrecognition of ones problems to 
recognition of them together with an increased sense of 
responsibility for them. 


6. A change in the manner relating with others. 


The basic condition for these changes is acceptance of 
the client by the counsellor and the counsellor is expected 
to have certain qualities, as explained in the previous 
chapter. 


As a result the characteristic of the altered personality 
will be: There is less potential tension or anxiety, less 
vulnerability. There is a lessened possibility of threat, 
because the structure of the self has become more inclusive, 
more flexible and more discriminating. There is therefore 
less likelihood of defensiveness. 


, Adaptation to any life situation is improved, because 
the behaviour will be guided by more complete knowledge 
of the relevant sensory data, there being fewer experiences 
distorted and fewer denied. 


The client after therapy feels more in control of himself, 
more competent to cope with life. In terms of this diagram, 
more of the relevant experience is present in awareness, 
and hence subject to rational choice. The client is less 
likely to experience himself behaving in ways that are ‘‘not 
myself’. 


Following therapy, the individual is formulating his 
evaluations of experience on the basis of all the relevant 
data. He thus has a flexible and adaptable system of values, 
but one that is soundly based®. 


Dr. Gerard Egan? develops the process of counselling 
in the following way. 


I am no longer interested in describing techniques and 
schools. 


8, Client-Centred Therapy., op. cit., pp. 530-532. 


9. Gerard Egan., Professor of Psychology, Layola University of Chicago U. S. A.; 
Author of “Encounter’’., makes this contribution to this book. He has 
made many suggestions and contributions. He is gratefully acknowledged in 
the first pages of this book. 


I take a mode] rather than a school approach to coun- 


selling. 


Stage | 
Counsellor: 


accurate empathy 
respect, genuine- 
ness, concreteness 


Client: 
self-exploration. 


Stage Il 


Counsellor: 


higher levels of 
accurate empa- 
thy (pulling 


themes together) 


respect, genui- 
neness, concre- 
teness 

plus 
appropriate 
self-disclosure 
confrontation 
(caring), imme- 
diacy (dealing, 
with his relation- 
ship to client), 
(all these latter 
elements are 
done cautiously ) 


Client:. 


The kind of self- 
understanding 
that is pregnant 
with action. 


It is a developmental model similar to Carkhuff’s. 


Stage Ill 


Counsellor: 
all the elements 
of stage II 


plus 
helping client 
elaborate specific 
action program- 
mes. 


Client: 
Acts and evaluates 
action program- 
mes with 
counsellor. 


The purpose of both counselling and counsellor training 
~ give the counsellor ski//js he needs in order to 


help. 


— train the client in the skills he needs to live 
more effectively. 


Goal: constructive behavioural change. 


For me: other models and schools are good for 
whatever they contribute to filling out, develop- 
ing the above model. 
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The following may be some of the common steps in a 
counselling process: 


Self discovery: 


Self-discovery is a necessity for self improvement; 
self-discovery is had through self-disclosure. We disclose 
ourselves when we have someone who loves us totally, not 
because of our good quality alone but also because of the 
unaccountable in us. Unthreatened we open ourselves, 
understand ourselves. This is what happens in counselling. 


In self-discovery we understand our true self. We live 
our self-concept and so for any change in our behaviour we 
need a change in our self-concept (self-image). 


We are our feelings; we are our thoughts, we are our 
values...... Hence we must feel our own feelings; we must 
think our own thoughts; we must live our own values. 
Hence, first let us be, then we shall try to be what we ought 
to be. Let us shed our mask (persona) and be our real self 
(person). 


To accelerate this process of self-discovery we need 
someone who loves us. Through his empathic understand- 
ing and accurate listening, we become aware of ourselves. 


2) Self-awareness: 


To become aware of ourselves we must become aware 
of our own feelings. What bothers us is our feelings. 
Hence, to know the problem of a person, know his feelings ; 
to know the depth of his problem, know the depth of his 
feelings. 


It is very good that we have our feelings and emotions; 
and it is good to live them; but we shall not live according 
to our feelings. To live our emotional life according to 
sensible principles (every principle given by Christ is 
sensible) is to become fully human. And only human beings 
can become saints. 


Hence we need our feelings and to become good people 
we need to make friendship with our feelings. To control 
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our feelings the best method suggested by psychologists is 
that we become aware of our own feelings. 


Here too an empathic counsellor is a need; for we are 
frightened to face ourselves. As Carl Rogers says, only 
when another self looks upon our behaviour without shame 
or emotions that we look upon us in the same way. This 
aide helps us to go into deeper levels of our self where all 
the motivations, deep feelings, and dispositions lie. (We need 
another Christ to descend within to that region and discover 
ourselves, become aware of ourselves to be redeemed 
through faith, hope and love). 


Hence in the second step we need to be aware of our 
feelings both negative and positive. 


3. Insight: 


Victor Frankl says; Life ultimately means taking the 
responsibility to find the right answer to its problems and 
to fulfil the tasks which it constantly sets for each indi- 
vidual. Every situation is distinguished by its uniqueness, 
and there is always one right answer to the problem posed 
by the situation at hand. 


Insight is considered one of the most valuable and 
necessary components in any counselling ” situation “. 


Hence, insight means :— 


l. Seeing old facts in new relationship. It involves 
the reorganization of the perceptual field. It consists in 
seeing new relationships. It is the integration of accumu- 
lated experience. It signifies a reorientation of the self. 
All these statements would seem tobe true. All lay sound 
emphasis upon the fact that insight is essentially a new way 
of perceiving. There appear to be several types of percep- 
tion which we group together as insight, says Rogers. 


2. Responding to ambivalent feelings. “In endea- 
vouring to be alert to the emotionalized attitudes of the 


10. Client-Centred Therapy., op. cit., p. 40. 


11. Edwin S, Stephen,, ‘The Invisible Power of Counselling’, Pastoral Psycho- 
logy., Vol. 21, No. 206, Sept. 1970. 
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client, many less experienced counsellors tend to handle 
poorly those attitudes which are ambivalent rather than 
clear-cut. An excellent example of such an attitude has 
already been given in the case of Ted (Page 139). Where 
the client is conflicted in his feelings, where both love and 
hostility, attraction and repulsion, or both side of a difficult 
choice, are being expressed, it is particularly important to 
recognize this clearly as an ambivalent attitude. Some of 
the sorts of recognition which may be given are exemplified 
in such statements as, ’’ You feel you should go into com- 
merce, but music is the thing you really like”; ‘‘In spite 
of your bitterness towards your father, you do like him”; 
’’You want to come for help, yet still at times you feel it is 
too difficult’”; or, as in Ted’s case, ” You dislike the frater- 
nity, yet at the same time you wish you really belonged”. 
A forward step in theraphy is made when such ambivalences 
are definitely clarified. The conflict is well along towards 
solution when the client feels it to bea conflict with clear- 
cut choices. On the other hand, to recognize only one 
aspect of such muddled feelings may retard therapy. As 
we saw in Ted’s case, the counsellor’s assumption that Ted 
had only critical feelings toward the fraternity led to rejec- 
tion of his suggestion that Ted might drop out of the group. 
To recognize only an attitude of hostility toward a parent, 
when elements of affection are also being expressed, may 
make it difficult for the client to bring out more fully 
these positive feelings. Consequently, ambivalent, 
attitudes need to be brought into the discussion as openly 
as positive or negative feelings, since itis through their 
clarification that the client is enabled to find a solution for 
them. 


It need not disturb the counsellor that feelings which 
are expressed may be in direct contradiction to one 
another. Often it is these contradictory feelings that 
constitute the most significant ambivalences which are 
serving as sources of conflict “’’’. 

"2°3. Recognition of self with worthy or unworthy 
feelings. 


12. ‘Counselling and Psychotherapy, op. cit+, pp. 147-149, 
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4. Choice of a more satisfactory goal. 


‘The counselle needs to feel that he is understood and 
accepted in order to gain freedom to communicate”!3 . 


When the counsellor does not accept, the counsellee feels 
threatened to accept himself and so he disowns his con- 
flict, his feelings and also himself. 


The attitude (acceptance and understanding) leads toa 
creative counselling relationship, when it is to genuine 
feelings within to counsellor'‘. 


“It is ultimately education toward responsibility and 
the patient must push forward independently toward the 
concrete measuring of his own existence”). 


S. Decision: If you want to change “there has to be 
a will”. The whole personality disintegrates without one 
“will’"°. By willing to take a decision man must become 
the master of himself or else his environment, feelings, etc. 
will master him. 


Paul Tournier says’)? ‘So, the riches of life no longer 
appear as an endless accumulation like a collection of post- 
age stamps, no matter how well classified. Rather they 
lie in those decisive moments when one’s life was turned in 
a new direction. In every life there are a few special 
moments that count for more than all the rest because they 
mean the takingofa stand, a self-commitment, a decisive 
choice. It is commitment that creates the person. lt is by 
commitment that man reveals his humanity. 


Victor Frankl points out: “Man is by no means a pro- 
duct of heredity and environment. There is a third element: 
decision’ 1*. It is by choosing that the person affirms 


13. Carrol A. Wise, op. cit. p. 46 

14. \Ibidem p. 45 

15. Victor Frankl., The Doctor and Soul op. cit. p 289 

16. Paul E. Johnson., Psychology of Pastoral Care, op. cit. p. 25 
17. Paul Tournier., Seasons of Life., SCM Press., 1969., P. 58 
18. The Doctor and Soul., op. cit. 289. 
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himself for the fundamental privilege of a personality and 
that of freely committing himself. 


Action: 

In the counselling relationship the counsellee is helped 
to reveal himself by stating his problems; then he is helped 
to examine the causes of his problem in the nakedness of 
his real self; he becomes aware of them and is assisted to 
work out a positive method to emerge a new person. But 
without a concrete step this process cannot be complete. 
Hence the counsellee must be helped to decide to do 
something. 


Some cautions :!° 


Before leaving this topic, some cautions may well be 
given, particularly forthe benefit of the less experienced 
counsellor. For clarifying, these may be listed. 


1. When the counsellor feels unsure of himself, inter- 
pretation of any sort is best avoided. 


2. In any interpretation, it is best to use the client’s 
terms and symbols. If Barbara sees her conflict in terms of 
bobbing or not bobbing her hair or if Paul sees his diffi- 
culty as between his emotional self and his scientific desires, 
those are the terms for the counsellor to use. Acceptance 
ig more ready and more genuine if the symbols are those 
which the client has already been using in his own thinking. 


3. Itis always best to deal with attitudes already ex- 
pressed. Tointerpret unexpressed attitudes is definitely 
dangerous. 


4. Nothing is gained by arguing and interpretation. If 
an interpretation is not accepted, the non-acceptance is 
the important fact. The interpretation should be dropped. 


5. If genuine insight has been gained, the client will 
spontaneously see its application in new areas. If this 
evidence is not forthcoming, the counsellor can be quite 
sure that he, and not the client, is the one who has achieved 
insight. This is not the desire goal. 


19. Counselling and Psychotherapy op. cit., p. 205. 
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6. After the client has achieved some particularly 
vital new insight, the counsellor should be prepared to 
observe a temporary relapse. To recognize one’s short- 
_ comings of the infantile nature of one’s reactions is a painful 
procedure, even though it has been gradual. Having taken 
such a step the client tends to recoil from it and is likely 
to drop back into conversation which is reminiscent of early 
interviews, relating over again the difficulties with which 
he is faced, the seeming impossibility of making progress, 
and a certain amount of dissatisfaction with the counselling 
aid which he has had. It is highly important that the coun- 
cellor should simply recognize his discouraged feelings and 
accept them, rather than attempt to argue him back into 
the insightful attitudes which he had achieved. If the 
counsellor is patient and understanding, the client will 
soon give ample evidence that this is but a temporary 
retreat from the struggle involved in growth towards 
maturity. 


These are only some guideliness for those who already 
had some initiation into counselling. Counselling can only 
be studied from practical training. Whatever be the train- 
ing and education the counsellor will do well not to lose 
his identity. The counsellor may accept the knowledge and 
training for himself and become a unique counsellor having 
his own approaches. In counselling, Serward Heltner says, 
“there is no receipt for the maintenance of flexibilities” 2°. 
It is the quality of the relationship that matters here and 
according to Rollo Mary it is the key to counselling process. 


20. Seward Hiltner., op. cit. p. 62. 
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CHAPTER V 


DEATH AND DYING 


Dr. Philip A. Anderson, 
Prof. of Pastoral Psychology 
Chicago Theological Seminary, U.S.A. 


My assignment for this symposium is to present a4 paper 
on ‘how las a counsellor understand death and dying — 
with the further subtitle, ‘to deal with the aspect of prepar-— 
ing a patient for death’. In this paper I will be utilizing 
material developed during the past five years in a seminar at 
the University of Chicago on Death and Dying. My students 
and I have participated with my colleagues, Dr. Elisabeth 
Kubler—Ross, a psychiatrist, and Dr. Carl Nighswonger, a 
chaplain. In 1969, Dr, Ross published some of her reflec- 
tions in the book, On Leath and Dying. The research ofthe 
seminar includes more than 400 interviews with terminal 
patients, conducted by Dr. Ross and one of the chaplains. 
(1 participated occasionally.) These interviews were con- 
ducted behind a one-way glass and were observed and 
heard by fifty ministers, nurses, students, doctors, professors. 
In the beginning everyone, except Dr. Ross and a few 
chaplains, doctors, nurses, students, ministers — everyone, 
except the dying person -— was reluctant to talk about death 
and dying. Wewill return to this finding later. First we 
will consider the emotional stages in the process of dying. 
Then we will take up our response to the dying person. 


The emotional stages in the process of dying 


The six stages which I shall enumerate have appeared 
again and again in the interviews with our primary source 
of data, that is with our teachers: the dying persons. There 
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are exceptions, of course. There is considerable difference 
in the amount of time each person spends ina particular 
stage. Not every person goes through every stage. And 
not every person completes, what I want to call his death 
work, before he dies. If you have a negative emotional 
response to the idea that each one of us has to do death 
work, then I would ask you to ponder whether or not you 
have yet accepted the fact of your own impending death. 
Only the time of your death is not known to you. The fact 
of your death is a fact. The acceptance of death is a 
prerequisite to our being helpful in our response to the 
dying person. It may be the inadequacy of our response 
which does not allow a person to complete his death work. 
And of course, a sudden death gives no time. But the con- 
_versations with almost 400 dying persons over the last five 
years by the Death and Dying Seminar at the University of 
Chicago disclosed these stages as usually present. The 
person may also move back and forth in these stages. 


Stage 1 — Denial. The initial response almost always 
is denial, ‘No, that can’t be true, Notme.’ The need for 
denial seems to exist in every patient. It ig an emotional 
response to which he will probably return several times 
during a terminal illness. No onecan face death steadily, 
and denial is an emotional shock absorber, or a psychic 
anaesthetic, which allows the patient to mobilize his re- 
sources. Prolonged denial means the patient cannot face 
his death. Often there is intellectual awareness, but no 
emotional acceptance. 


Stage 2 — Anger. As denial gives way to reality, there 
is usually an emotional outburst, most often of anger. ‘Why 
me?” Rage, envy, resentment can be part of this anger 
directed toward God, doctors, nurses, relatives, minister. 
The need for catharsis is great, but many people find it 
difficult to express anger and turn it inward, swallowing 
their real feelings, isolating themselvas. 


Stage 3 — Bargaining, Facing the reality, the patient 
may try to negotiate with God or with the medical profes- 
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sion in an effort to gain time. The negotiation is an effort 
to postpone the inevitable ‘in return for good behaviour, or 
a renewed commitment. 


Stage 4-Depression. Denial, emotion, bargaining have 
not fundamentally changed the inevitable reality of death 
and the patient begins to realize that he is facing the ulti- 
mate loss of his life. He becomes depressed. Sorrow and 
grief are part of the depression. Unfinished work in the 
world, guilt and shame may be present. Sadness is 
inevitable in the face of such loss. 


Stage 5-Acceptance. If the dying person has done the 
necessary death work represented by the previous stages 
there comes a time when he accepts the reality of his 
impending death. Struggling is at a minimum. The 
emotions have been expressed. There may be further work 
to be done as the patient realistically responds to those he 
will leave behind him. He completes what he can of his 
life’s business. Whether the acceptance is a resignation 
and withdrawal from contact or an awareness of the whole- 
ness of existence, depends often on the fundamental faith, 
or I would prefer, sense of trust which a person has had in 
existence. If the person has had an extrinsic faith which 
protected him from life’s realities through external symbols 
then these outward forms will be used now. If the person 
has had an intrinsic faith, then there has been a much 
greater inner conviction about life.and its meaning, and the 
person will affirm death as part of the whole of existence. 


Stage 6—Hope: All through these stages patients keep 
expressing hope. First a hope in the possibility of recovery 
or a new cure, or new drug which might appear. Such hope 
will sustain a patient for a long time, and it is the patient 
who finally has no hope who is close to death. There is 
also the hope in the patient that he can die with dignity, in 
touch with the significant others of his life, and with a sense 
of completeness to his life. Without this latter hope a 
sense of despair can overtake the patient. And finally 
there is the hope that there is some ultimate meaning to life 
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and death. Hope emerges through the patient’s commit- 
ment to a power and community beyond himself and larger 
than himself. 


These are the major emotional stages which appear in 
the dying patient, always in a unigue order and timing 
which honours the uniqueness and dignity of the parti- 
cular dying person. 


Responding to the dying person 


I believe that I cannot prepare the person for death, 
that is, do something to him. I can be something for the 
patient, namely, be a fellow human being willing and able 
to be fully present with the dying person as he moves 
through the valley of the shadow of his death. Can I totally 
accept the feelings, ideas and behaviour of the dying 
person, thus allowing him to die in full communion with 
man? Or amlunfree and sooner or later must I impose 
my ideas, feelings and behaviour on the dying person, thus 
denying him his unique dignity? In the latter case the 
dying person is forced to accept my interpretations in order 
to stayin touch with the community of men, or he must 
withdraw and isolate himself, and die alone. It is my 
conviction that we have allowed too many people to die 
alone because no one around the dying person - relatives, 
medical personnel, counsellors and chaplains and friends— 
was able to fully accept this particular person’s way of 
working through the process of dying. 


Counselling the dying person forcefully raises the same 
issue as counselling with any person. Asa counsellor am 1 
active and controlling or am I passive, frightened and quiet? 
I do not believe these are the only two alternatives. I seek 
a third response for myself which I would characterize as 
‘letting be’. Iam available to let this person be himself: 
My role is to listen, clarify, honour, accept, be fully present 
as a fellow human being, communicating my trust in this 
person. The counsellor cannot prepare the patient for 
dying, but the counsellor can prepare himself so that he 
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can be fully present and avilable to the dying person. 
The preparation of the counsellor involves his full aware- 
ness and acceptance of his own life with all of its feelings, 
ideas and behaviour and his acceptance of his own death. 
Here are some of my own reflections about the necessary 
preparation. ‘ 


1. Have I accepted death as part of life? Until I have 
fully faced my own death, I cannot accept the dying of ano- 
ther person. For a while, each of us thinks that others die, 
but I will live forever. The dying person knows that death 
is real, Do I know it, thus becoming free to be fully present 
to the dying person with no denial in myself? 


2. Can 1 be honest about death? The Chicago research 
indicates that all dying persons are aware of their impend- 
ing death. Thus when we donot tell the dying person 
about his condition, ‘Who are we protecting?’ Since the 
dying person knows, we are protecting ourselves. We are 
not ready togo with the dying person through his valley 
and our dishonesty keeps us sefe. I do not believe that it 
is any longer a question of ‘Should we tell the dying 
person ?’ but ‘How shall I share this knowledge with the 
patient ?’ 


3. Can I accept the dying person’s feelings, ideas and 
behaviour ? Can I let be or do I withdraw or try to dominate 
and change him? Letting be means that | can accept the 
feelings of sadness, anger, resentment, guilt, depression, 
sorrow andenvy. It means thatIcan let him share these 
feelings with another human being. Since most of us are 
not comfortable with these feelings during our lifetime, it 
makes it doubly difficult to accept these feelings when a 
person is dying. If we cannot accept them, then the patient 
must carry them all alone. 


Sometimes the behaviour chosen by the dying person is 
not what we would choose. But can we accept it, or are we 
present to tell him how todie? The ideas and theology 
held by the dying person may not be ours. But can I accept 
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it? Can I honour it as the way one human being has made 
sense of his life and death ? 


When we accept whatever the dying person shares with 
us, we free him to explore his world more fully, to make 
sense of that world in his own unique way, and to move on 
through ‘the stages with his own sense of timing. 


3. Can I love the dying person ? Love is at the base of 
our Christian ministry. The dying person in his feelings 
and in his physical appearance may be most unlovable. 
Yet it is when we are most unlovable that we most need love. 
To love is to affirm the worth of the dying person. To love 
is to enjoy the dying person. It is not to affirm 
ourselves or protect ourselves in the presence of the dying 
person. 


4. CanIlet the dying person be responsible for him- 
self? Much of what we do for other persons is a projection 
of our own needs. For example, we might say ‘you need to 
be quiet now.’ To explore the degree to which any state- 
_™Mentis a_projection, substitute ‘I’ for ‘you’. Thus, ‘I need 
to be quiet now’. And if this fits, we have discovered how 
often we are prone to project our own needs on the other 
person, especially when we are counselling with a dying 
person. 


A person cannot die with diginity and full humanness 
if the responsibility for his life and death has been taken 
away from him. I recognize the physical limitations and 
the psychic limitations which may be present in a dying 
person. But I fear we have usually taken responsibility 
away from the dying person too soon, just as we are prone 
during life not to let the person be responsible for himself. 
Letting him be responsible means we facilitate his 
communication with other people, help him complete 
whatever is unfinished in his life when he asks us, and 
make ourselves fully availble to him. 


The Chicago research and the experiences of Cicely 
Saunders indicate that dying persons have more resources 
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than we usually allow them to use. Persons will go as far 
as they can, if we are free to go with them. 


As a final summary, I sometimes think that the problem 
of responding tothe dying person is not in the dying person 
at all, but in all the rest of us who gather around, unfree to 
let the dying person be fully human. He is dying and he 
wants to be loved and accepted and responsible in com- 
munion with the significant others of his life. He wants to 
share his death with us, as he has shared his life He is 
ready. Are we? 
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CHAPTER VI 
PASTORAL COUNSELLING 


Hospital pastoral counselling is essentially pastoral in 
approach. Hence, we shall first put forward some guidelines 
on pastoral counselling. 


1. Pastoral counselling : 


Pastoral counselling is defined by Father Michael J. 
O’Brien as, “a way of proceeding in an interpersonal rela- 
tionship between a priest and a client which seeks to free 
the client’s capacity to live his life more fully as ’a child of 
God’ than he does presently, with greater openness to 
reality and inner harmony!. 


According to Clinebell, “pastoral counselling is the 
utilization, by a minister, of a one-to-one or small group 
relationship to help people handle their problems of living 
more adequately and grow toward fulfilling their potenti- 
alities. This is achieved by helping them reduce the inner 
blocks which prevent them from relating in need-satisfying 
ways”. 


He continues: Pastoral counselling is effective to the 
extent that it helps a person increase his ability to relate in 
ways that satisfy his basic personality needs. To the 
degree that an individual is able tosatisfy these needs, the 
following things become possible: He will be able to handle 
his load of problems and responsibilities. He will continue 
to grow toward the fulfilment of his unique personhood. 


|. Rev. Michael J. O’Brien C.S.V, An Introduction to Pastoral Counselling; 
Alba House, Station Island N. Y. p.28 

2. Howard Climebell Jr. Basic Types of Pastoral Counselling, Abingdon Press, 
1966 p. 20 
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He will develop constructive relationships. His relationship 
with God will become increasingly meaningful. He will 
become a renewal agent in his family, community, and 
Church’’, 


Father Curran explains it as a ‘unique kind of relation- 
ship which implies and introduces God as a third party’’*. 


In clearer terms Jorjorian says, ‘the diagram that we 
might draw for a pastoral counselling relationship would 
portray a triadic relationship. Here two persons also are 
present: the pastoral counsellor with his skills and talents 
and resources including his faith orientation, and the 
parishner with his needs and resources and desire for 
assistance and of course, includes in his resources, his faith 
orientation. Then a third member might be described as 
the religious tradition that brings the two together on this 
occasion”. 


‘In triadic relationship all of the questions and answers 
that are engaged are experienced not directly from the 
counsellor to the counsellee, but rather, experienced through 
the medium of the third member of the triad, that is, the 
religious tradition that they at that moment share in 
common.” 


Aims: 


Carrol A. Wise says that pastoral counselling is “a 
process through which people have been helped to grow, 
to meet and solve problems, and to achieve mature religious 
lives.’’” 


“The primary interest of the priest is to help the client 
in his quest to live more fully as a child of God. This must 


3. Ibidem p. 20. 

4, Rev. Charles A. Curran, “A Catholic Psychologist Looks at Pastoral 
Counselling’, Pastoral Psychology Feb. 1959, p. §22. 

5, Armen D. Jorjorian, “Reflections Upon and Definitions of Pastoral 
Psychology’, Pastoral Psychology, May 1972 Vol. 23 p. 7 ff. 

6. \Ibidem p. 13, 

7. Carrol A. Wise op. cit. p. 4. 


be the ultimate aim of pastoral counselling”, says Father 
O’Brien § 


Clinebell specifies: Counselling aims at helping a 
person deal constructively with his immediate problems, 
cope with a crisis, make a decision, face responsibilities, 
make amends for destructive actions, or do what he has 
been afraid to do. Within a counselling relationship he 
may be able to reverse destructive patterns and re-establish 
fractured relationships. The part of the personality which 
copes with relationships and responsibilities is like a muscle. 
It grows stronger with exercise and atrophies with disuse. 
Counselling aims at helping a person exercise his coping 
abilities and thus gain strength, skill and confidence in 
handling whatever life brings him. Without ignoring 
feelings this approach stresses getting the person to do 
something positive, however small, about his situation 9 


Approaches : 


Usually pastoral counselling uses non-directive coun- 
selling, but it is more eclectic in approach. 


Clinebell emphasizes the following! :— 
1. Using supportive rather than uncovering methods. 


2. Improving relationships (through couple, family and 
group methods) rather than aiming at intrapsychic changes. 


3. Maximizing and utilizing ones positive personality 
resources in addition to reducing negative factors. 


4. Coping successfully with ones current situation and 
planning for the future rather than exploring the past 
extensively. 


5. Confronting the realities of ones Situation, includ- 
ing the need to become more responsible, in addition to 
understanding feelings and attitudes. 


8 An Introduction to Pastoral Counselling, op, cit. p. 31. 
9. Howard J. Clinebell Jr., op. p. 33. 
10. The following is from Clinebell op. cit. pp. 27-28. 
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6. Making direct efforts to increase the constructive- 
ness and creativity of behaviour as well as feelings and 
attitudes. 


7. Dealing directly with the crucially important vertical 
dimension (the dimension of values and ultimate meanings) 
in relationships as well as the horizontal dimension of 
psychological interaction. 


With these emphases, short-term pastoral counselling 
frequently can produce significant improvementin a person's 
ability to establish and maintain mutually need-satisfying 
relationships — the goal of this approach to counselling. 


It is essentially a helping relationship of practical 
approach. Besides, pastoral counselling is basically a 
positive procedure rather than a remedial one. It does not 
attempt to remedy serious psychological defects'!. But 
according to Clinebell, in his revised model, early life or 
unconscious factors in current problems are not ignored. 
They are dealt with in as far as they are helpful for pastoral 
purpose. The primary focus of the revised approach is on 
conscious material and contemporary relationships”. 


Pastoral counselling is person-centred. And it is action, 
orientated. Insight and action are factors much stressed in 
pastoral counselling. 


Some general rules: (as developed by Wlate De Bont, ks) 
Introducing the partners 


1. From the very beginning, the priest should make clear 
that he is serving in the role of a counsellor or pastor. 
This will establish from the outset that the conversation is 
truly concerned with pastoral matters as distinct from a 
friendly chat, for example, with a neighbour of casual 
acquaintance. 


2. As much as possible the pastor should accept the 
client as a competent, equal partner in the conversation. 


11. An Introduction to Pastoral Counselling op. cit. p. 31 
12, Howard J. Clinebell Jr., op. cit. p. 35. 
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He must avoid any unnecessary inequalities, for example, by 
acting as a father-figure or calling the client by his first 
name, or, at any rate, speaking too familiarly to him. On 
the other hand, it would be senseless for him to deny his 
Own competence in pastoral matters. After all the client 
has come to him because he is supposed to know more 
about life than the client. Progress in counselling will be 
made only if the happy medium is found. 


Broaching the topic 


3. The client himself should be allowed to determine 
the topic of the counselling session (unless the nature of the 
situation indicates that a specific subject must be consi- 
dered). The client knows better than the pastor where his 
problem lies, at least in the beginning of the consultation. 


4. The client himself should be the local point of the 
conversation and not the pastor or a third person. The 
client will not get around to his own problems unless the 
conversation remains focussed on him. 


5. If the client mentions a pastoral problem, make this 
the topic of the conversation. 


Elaborating the topic 


6. Pastoral counselling should begin with the client’s 
viewpoint on his problem; start where the client is, his 
experience and his frame of reference. This is the way to 
make contact. There are various ways of missing this initial 
contact: merely asking questions, debating a point, or 
speaking about different things. Thus, give the client the 
chance to explain his own problem. Listening is the only 
way to discover the client's difficulty. 


Z. The pastor must restrain his own train of thought 
and associations. He should manifest these only to the 
extent and at the moment that they all contribute to the 
progress of the conversation. 


8. Do not react only to the last of a series of state 
ments. Rather, attempt to summarize the common sentiment 
of all the statements. If one only responds to the final 
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assertion, an important part of what the client has said may 
be missed. Moreover, the conversation can then easily 
become a zigzagging string of associations without any 
sense of direction. 


9. For the elaboration of the topic, it is essential that 
the pastor be emotionally as close to the client as possible. 
The latter will then sense that he has been understood and 
accepted. There are various kinds of missed emotional 
contacts; assuming a condemning attitude, brushing the 
client’s problem aside, ignoring his feelings or misunder- 
standing them, as well as exaggerating or minimizing his 
feelings. 


Besides the following factors which we have already 
seen elsewhere, there must also be the special featuring of 
pastoral counselling. 


1. Loving understanding and trustful (relationship). 


2. Genuineness and transparency in which I have my 
real feelings. 


3. Warm acceptance - prize the other asa separate 
individual. 


4. Sensitive ability to see the client’s world and himself 
as he sees them. 


For other factors in the counsellor — counsellee relation- 
ship, the reader will kindly refer the previous chapters on 
counselling. 


In hospital service the chaplain and other team 
members could use the same pastoral counselling techni- 
ques. 


In crisis and death and dying the pastoral care team 
may adapt a way that is most suitable tothe Indian setting. 
All the steps said here need not necessarily be valid for 
India. Yet they have their own validity. The same must be 
said about supportive care. 
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Some of the differences between counselling and 
pastoral counselling:— 


Pastoral counselling Counselling 


1. There are three in a session: 1. Counsellor & 
counsellor, counsellee and Counsellee. 
religion 
Techniques: same | 2. Same 


Catharsis (release) 
— giving supportive care 
- understanding & listening 
—- giving suggestion 
me persuation 
advice (rarely) 
» information 


3. Common ways. 


4. Witnessing: 


After uncovering the pro- 
blem, the patient (even 
though in the last stages of 
cancer) does not give up his 
evil ways eg. concubinage. 
Then the pastor may make 
known to him the message 


of God. 
5. Purpose: 4. Purpose: 

(a) To integrate gospel Personality growth, 
message, so as to help by removing the 
the client to lead a blocks that hinder 
mature religious life. the need-satisfying 

ways. 

(b) Supportive counselling natural methods. 
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CHAPTER VII 
COUNSELLING IN CRISIS 


Through struggle man becomes. But there are struggles 
and struggles. Some of them can be destructive depending 
on the individuals and other factors. 


Clinebell distinguishes two categories of crises: deve- 
lopmental and accidental. Human growth is the result of 
meeting a series of crises successfully. Developmental 
crises are ‘‘normal’’ in the sense that they happen as an 
integral part of the growth process. Among these are 
birth, weaning, toilet training, the oedipal conflict, going 
to school, engagement, the marriage adjustment, pregnancy, 
parenthood, the middle-age crisis, loss of parents, meno- 
pause, retirement, death of spouse, death of friends, and 
eventually one’s own dying. These experiences are the 
occasions of crises for an individual to the extent that they 
pose problems for which his previous coping abilities are 
inadequate. 


Accidental crises are precipitated by an “abnormal” 
and usually unexpected loss of what one believes to be 
essential sources of need-satisfaction. Precipitating experi- 
iences include loss of ones job, savings, supporting person, 
or position or status and respect: in incapacitating accidents, 
illness, or surgical operation; death of a child; marital 
infidelity and divorce; mental illness or alcoholism; a 
physical handicap; an unwanted and/or out-of-wedlock 
pregnancy; moving from a place where one feels secure; a 
natural disaster or a massive social calamity such as 4 war 
or depression. These events produce emotionally hazardous 
situations to which people respond in a variety of ways. In 
many cases personal crises (in the psychic economics of 
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individuals or families) are the result. So frequent are both 
developmental and accidental crises that a minister may 
spend many hours in a single week in crisis-related coun- 
selling and pastoral care’. 


According to Granger E. Westberg the following are 
the psychological processes in a crisis?: 


1. Shock (may close ears and sit down suddenly). 
2. Denial and emotional release (weeping, shouting) 
3. Inability to concentrate except on the lost object. 
4. Physical distress (backache, headache, no appetite, 
no sleep, oppression in the chest etc. ) 
5. Depression, gloom belplessness. 
6. Sense of guilt (could not, serve him better ... ) 
7. Hostility — towards doctors, nurses, chaplain, God ... 
8. Unwillingness to participate in usual conduct. 
9. Realization (insight) that withdrawal from life is 
unrealistic. 
10. Readjustment to reality. 
Since the pastor wishes to move wisely and be helpful 
towards the afflicted person, he should be aware of the 


defensive movements which mental pain is compelling 
the sufferer to make, so as to match his own with them. 


Each of these personality defences involves a move- 
ment in relation to people either. 


1. against them in aggression; or 


2. in the complex movement of an aggression which 
has been held back from the too-important person who has 
aroused it, and turned back upon the self, as in depression ; 
or \ 

3. in a movement towards them to cling or attract 


attention; or 


|. Haward J. Clinebell Jr, op. cit., pp. 159-160. 
2 Granger E. Westberg, Minister and Doctor Meet,, Harper and Raw 
Publishers, 1961, p. 99. 
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4 in an aversive movement withdrawing from them 
(which may be of phobic intensity or selectivity) ; or 


5. ina paralysis of movement when the compulsions 
towards attachment and detachment are equal and opposite; 
or 

6. in the persistent movement towards professional 
helpers who are expected to ‘make it all right again, or 


7) in litigious pursuit of ‘reparation’ against those who 
seemed to have caused the loss, or 


8) in the partial withdrawal of those who feel per- 
secuted by some, but not by all. 


All these defensive movements are the almost automatic 
result of the sudden disruption of a way of life which may 
have been stable so long as the spouse or a parent remained 
alive. The essential component in a system of dependency 
and interdependent relationships has been removed. Seek- 
ing desperately to bring order into this chaos, the mind 
regresses to primitive modes of defence against loss, 
irrational and often self-contradictory. The disorganized 
personality structure seeks for the forced and artificial 
cosmos of infancy in preference to the chaos of adult dis- 
integration?. 


The more sensitive and mentally healthy the people 
are the more likely they are to see that the crisis for good 
requires some changes; and if they are realistic, they may 
very well consult somebody about how they may make such 
changes’. 


To help we need to know more specifically what the 
non-constructive responses to crises which lead into emo- 
tional blind alleys and increase vulnerability to future 
failure and personality illness are. 


1) Denial that a problem exists. 
2) Evasion of the problem (via, alcohol, for example) 


3e sce iii: Grief and Mourning, Clinical Theology Second Year, 
0. 7. p. 4; 


4, Seward Hiltner., ‘‘The Dynamics of Life Crisis and Pastoral Care, Pastoral 
Psychology, May 1972, Vol. 23. p. 18, 


90 


3) 
4) 
5) 
6) 
2) 


8) 


Refusal to seek or accept help. 

Inability to express or master negative feelings. 
Failure to explore the nature of the crisis. 
Failure to explore alternative solutions. 


Projection into others of total responsibility for 
causing and/or curing the crisis. 


Turning away from friends and family. 


The crisis counsellor should be alert to the presence of 
these malignant responses in order to help the person move 
away from them toward the following healthy ways of 


coping: 


1) 


10) 


Facing the problem. 
Enlarging ones understanding of fit. 


Expressing and working through negative feelings 
such as resentment, anxiety and guilt. 

Accepting responsibility for coping with the pro- 
blem. 

Exploring alternative ways of handling it. 


Separating the changeable from the unchangeable 
in the situation. 

Accepting the unchangeable as unchangeable. 
Surrendering grandiose, burdensome aspects of 
Fones selfi-mage. 

Opening channels of communication with other 
helping persons among relatives, friends and pro- 
fessional persons. 


Taking steps, however small to handle the problem 
constructively. 


The growing body of experience in psychiatric crisis 
clinics is providing valuable insights concerning the metho- 
dology of crisis counselling. Here are some of the techni. 
gues used at the Benjamin Rush Centre for Problems in 
Los Angel’s?. 


5. WHaward J. Clinebell Jr. op. cit. pp. 163-164, 
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Crisis counselling utilizes the seven basic methods of 
supportive counselling. They are: 


1. Gratifying dependency needs. The supportive 
counsellor is a “good parent’ figure upon whom the 
parishner can lean. There are two forms of dependency 
gratification —-‘‘mothering,” which includes comforting, 
sustaining, feeding (emotionally) and inspiring; and father- 
ing, which includes guiding, protecting, instructing and 
setting dependable limits to prevent self-damaging 
behaviour. Both can communicate caring (in both senses) 
for a troubled person and are valuable pastoral functions 
in supportive counselling. 


_ 2. Emotional catharsis. As Carl Rogers has empha- 
sized, the acceptance of a person’s burdensome feelings is 
one of the most supportive things a counsellor can do. 
Pouring out ones feelings in an understanting relationship 
not only drains the poison from the wound of the spirit but 
also reduces the paralyzing tensions which inhibit the use 
of judgement and problem-solving abilities. To sense that 
a respected authority person knows and cares about ones 
inner pain, gives a troubled person powerful feelings of 
having his life undergirded. 


= 


3. Objective review of the stress situation. The 
supportive relationship allows the counsellee to gain enough 
objectivity to view his problem with a wider perspective and 
to explore feasible alternative. This helps him to make a 
wiser decision concerning what can and should be done. 


4. Aiding the ego’s defenses. Methodologically, this 
is the opposite of uncovering, confronting, or probing. 


5. Changing the life situation. The pastor may either 
help the parishner to change or, if this is not possible, 
arrange to have changed the circumstances (physical, 
economic, or interpersonal) which produce debilitating 
disturbances and frustrations in his life. 
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6. Action therapy. When a person is stunned or para- 
lyzed by feelings of defeat, fear of failure, damaged self- 
esteem, or tragic loss, it is often helpful for the pastor to 
prescribe some activity that will keep him functioning and 
in touch with people. 


7. Using religious resources. Prayer, scripture, devo- 
tional literature, Communion, etc., constitute valuable sup- 
portive resources which are unique to pastoral counselling. 


In some rare cases uncovering counselling may be 
used. Where supportive counselling is to be used, the 
mature and other aspects must be adapted. 
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PART II 
HOSPITAL PASTORAL CARE 


CHAPTER VIII 


THE IMPORTANCE OF HOSPITAL APOSTOLATE 
AND PASTORAL CARE 


Christ the Healer: in His deeds: 


“And large crowds came to Him bringing the lame, the 
crippled, the blind, the dumb, and many others; these 
they put down at His feet and He cured them ”’ 


Mathew 15, 30. 


Christ was recognised by this mission to the sick and 
the poor. We read in the Gospel, “John in his prison 
had heard what Christ was doing and he sent his disciples 
to ask Him: Are you the one who is to come, or have 
we got to wait for some one else? Jesus answered: Go 
back and tell John what you hear and see; the blind see 
again and the lame walk, lepers are cleansed and the deaf 
hear, and the dead are raised to life and the Good News is 
_ proclaimed to the poor’’. Mathew 11, 2-6. 


The New Testament narrates a number of healing works 
Jesus did:-— 


1 Curing the paralized man (Mark 2, 3). 

Healing the wound of Malcus (Luke 22, 50). 

Curing the woman with hemorrhages (Mark 5, 25). 
Cleansing the eleven lepers (Mark 1, 40). 

Curing three cases of pure possession (Mark 1: 23, 
Sig 2224). 

6 A case of epilepsy caused by an evil spirit (Mk. 9). 

Z. Cure of the case of fever (Mark 1, 29). 
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8 Curing the officer’s son on the point of death (John 
4, 43). 

9. Restoring the woman crippled for eighteen years 
(Luke 13, 10). 

10. Healing from death - Lazarus, Naim case, Jairus’ 
daughter. Further instances and detailed narration 
are given by B. Martin in his book ‘’The Healing 
Ministry in the Church” P. 13 ff. 


Christ the Healer: in His words. 


He described Himself as physician, “it is not the healthy 
who need the doctor, but the sick. I did not come to call 
the virtuous but sinners”. (Mark 2, 17); (Mathew 9, 9-13); 
(Luke 5, 27-32). 


Christ acting through His apostles is the Healer 


The Apostles were commissioned to continue His 
Mission ’“He summoned His twelve disciples and gave them 
authority over unclean spirits with power to cast them out 
and to cure all kinds of diseases and sicknesses” (Mathew 10, 
1-2) And after His resurrection He guaranteed them power 
to continue this essential mission when He said, ‘’the sick 
on whom they lay their hands will recover’ (Mark 16, 18). 


After Pentecost this charismatic and miraculous exercise 
of the mission becomes most vivid. Acts narrates, ‘’the sick 
were even taken out into the streets and laid on beds and 
sleeping-mats in the hope that at least the shadow of 
Peter might fall across some of them as he went past. 
People even came crowding in from the town round about 
Jerusalem, bringing with them their sick and those tor- 
mented by unclean spirits and all of them were cured” 
(Acts 5, 15-17). Again, the cure of the lame man (Acts 3,); 
several paralytics, cripples, possessed etc cured (Acts 8, 7); 
Peter cures a paralytic (Acts 9, 32); Paul heals Publius’ father 
from fever and dysentery; and many others also were cured 
(Acts 28, 7-9). 


Christ acting through His Church is mankind’s physician 


On the most comprehensive level of our understanding 
of the New Testament, Christ is the Divine Physician of 
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mankind: and the Church’s ministry to the sick and suffering 
has its deepest root embedded in this central mystery of 
our faith '. 


For the Christian, sickness could never again be removed 
from its religious import in the history ofsalvation: the sick 
person embodies the needful condition of mankind; Christ 
acting through His Church is mankind’s physician °. 


Apostolate to the sick (Hospital work) is, therefore, one 
of the most essential missions of the Church — to insert the 


awamim (sick and poor) of the Lord into the salvific design 
of God through Christ. 


Therefore the Church’s concern to continue this mission 


The whole Christendom both Catholic and Protestant 
has perceived it and as years go by greater impiration and 
insight is had; and this is clear from the Synods, Council 
of Churches and now in Vatican Council. 


Vatican Council II obliges the bishops to have special 
concern for the sick — “they devote themselves with a 
paternal love to the poor and the sick’’>. 


In the Ministry and Life of Priests, the Council insists 
that ‘Finally, and above all, priests must be solicitous for 
the sick and the dying, visiting them and strengthening 
them in the Lord’’.* The same is applicable to religious 
and laity. ° 


So important is the work of the Church in this field 
that Popes have repeatedly encouragedit The zeal of our 
brethren of other Christian denominations is another living 
testimony of the importance of this mission of the Church. 


“The Church in India Today’ makes it quite emphatic 
“in order to make our contribution genuinely Christian, 
greater attention is to be paid to the care of the sick”’®. 


Apostolate to the sick/A guide for Cath. Chapl. P. 4. U.S.A. 1967. 


I. 

2. Apostolate to the sick/Ibidem, P. 5S. 

3. Vat. Il. Bishop’s pastoral office in the Church No. 30/2. 
4. Vat. Il. Ministry and life of priests No. 6. 

5. Vat. Il. Religious; Church in the modern world; Bishops. 
6. Church in India To-day p. 513, Bangalore 1969, 


Hence, the care given to the sick in hospitals and 
houses, is or should be, one of the major concerns of all 
Christians specially of priests and religious. Work in the 
hospital is not on the periphery of priestly ministry ‘ Visi- 
ting and giving comfort to the sick and dying should be 
very close to the heart of every priest’ ’. 


Pastors and religious who are committed to Him 
must make His mission theirown And if not for this, for 
what else are the priests and religious called to? The same 
may be said of every committed Christian and especially 
chaplains, sisters, doctors, nurses, medical social workers, 
and paramedical staff. 


—— 


7. Apostolate to the sick op. cit. P. 13, 
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CHAPTER IX 


THEOLOGY OF THE HOSPITAL 


By Fr. Sixtus Mathew O. F. M. Cap.. 
Professor, Theological CoHege, Kotagiri. 


Today Theology is evolved on various topics such as, 
labour, communication media, race-relation, world com- 
munity, and technological progress. In the wake of the 
rediscovery of the Bible and the study of the sources, the 
present century lays strong emphasis on giving a Biblical 
and pastoral orientation to the various activities of human 
relationship. In this context itis but appropriate that we 
go into a Biblical, theological and pastoral reflection on the 
Church’s age old apostolate of the hospital. Hence this is 
a modest attempt at a true appraisal and appreciation of the 
Hospital Apostolate, mainly from a theological angle. 


1. Restoring the image of God: 


The Creation account! states that God made man in 
His own image and likeness. The Hebrew original uses the 
nouns zelem and demuth. The former means ‘image’ or 
‘copy’, while the latter, deriving from the verb damah, 
conveys the idea of ‘similitude’ and ‘likeness’. The funda- 
mental term is ze/em as is clear from the subsequent verses 
in the text. 


According to the Biblical authors, God’s image in man 
means something concrete, in as much as it refers to the 
total man as a phenomenon of experience; and dynamic, in 
so far as man’s activities are referred to, especially his 
ability to stand and move about in an erect posture, which 
renders him superior to animals. Therefore, the concrete 


1. Gn. 1 - 26. 


image of God. This image and likeness of God consists, 
above all, in the living guality of man, especially in his self- 
consciousness and self-determinations — in a word, his total 
personality. 


This idea of man as the image of God has been deve- 
loped theologically in the Pauline writings. According to 
' Paul, Christ, as the new Adam and the head of the new 
race’, is the image of God par excellence. Man realizes 
the fulness of imago D2i by sharing the form of the image 
of the Son, to which he is predestined’. He reaches the 
culmination of this image in the bodily resurrection which 
alters his physical form into the image of the glory of 
Onrist*. 


The moral man seems to lose his personality especially 
in moments of sickness and other maladies that tend to 
physiological disintegration. His imago Dei is often eccli- 
psed by the physical and psychic loss His fellow men as 
God’s ambassadors come to his rescue to restore his total 
personality 


The hospital circumstance of cure and care of the sick 
is an excellent field where the apostolate takes a concrete 
shape. Here the Christian is engaged ultimately in the 
noble task of re-integrating the total man, body and soul, 
flesh and blood, and of restoring the living quality whereby 
the sick man is made to resemble God more closely 


2. Recapitulation of all things in Christ : 


In the epistle to the Ephesians’ the author speaks of 
God’s plan to make Christ head of the brotherhood of 
man. In anewera God willed to unite all things under 
one head, Christ®. The Greek original uses the verb, 
anakephalaiosthoi which means to place at the top of a 
column the sum of figures that have been added. It is the 
summing up of the totality in its subjection to the head 


2 Gor. 4: 45;,R0), Ts i 
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3. Rom. 8 29. 
4, 1 Cer. 3: 1. 
a. Epi he FF 
6 Bid. 1: 19, 
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This text conveys God’s purpose of giving a new hope toa 
world torn by evil forces, namely, unity of the individual 
himself and that of mankind in Christ 


This very same theme is theologically elaborated by 
Irenaeus ofLyons According to him God’s salvific designs 
impeded by Adam’s sin, are realized in Christ. God recapi- 
tulated all things in Christ, which the Church has to 
continue so that the full stature of Christ may be realized on 
the day of Parousia in the individual as well as in the 
totality of mankind. 


However, human frailties and infirmities tend to frustrate 
the Divine plan in the individual and through himin the 
community of mankind. For, the sick man embodies the 
agonising condition of mankind 


The hospital circumstance is a means of remedying this 
situation Here the Christian continues the Church’s mis- 
sion of restoring all things in Christ. The hospital circum- 
stance of cure and care guides one to realize his unique 
mode of existence that incoporates all the characteristics so 
as to evolve what we may call an authentic personality. 
This is achieved not only by one’s own subjective experience 
but also by the medical assistance to overcome the human 
frailties and infirmities It should help to restore one’s 
_ total personality in Christ unto the building up of His body. 
And this will be the beginning and anticipation of the 
recapitu/ation of all things in Christ, that will be realized 
in the last days. 


3. Witness to the ‘Son of Man’ 


‘Son of Man’ is equivalent of the Hebrew expression 
Ben Adam. The book of Daniel’ speaks of the “one like 
the son of man” coming on the clouds of heaven to establish 
his glorious kingship definitely. In contrast to this glorious 
role of the Son of man, the Bible also presents to us the 
picture of another mysterious person, namely, the suffering 
Servant (Ebed Yahweh)* who takes upon himself the infir- 
mities of his people and accomplishes their redemption 
through his vicarious sufferings. 


aeewan. 7 > 34: 
S. ts. 42: 1-4; 49: 1 «6; 5: 4.9; 52:13 f; 53: 12: 


jesus identified himself with these two mysterious 
eschatological personalities. Styling himself asthe Son of 
Man, Jesus combined the glorious role of the Son of Man 
with that ot the suffering Servant of Yahweh. In Mark” 
Jesus is shown as establishing eschatological Kingdom 
through his sufferings and cross 


The Son of Man’s role is that of service. Jesus as the 
Son of Man came to serve mankind especially as its deli- 
verer from the condition of sickness, infirmities, sufferings 
and death. He reveals himself as the Physician of mankind. 
The New Testament mentions at least twenty six individual 
healings of large numbers by Jesus. In four places he is 
styled in general as Healer. In the mission of the Son of 
Man, care and cure of the sick play an important role there- 
by establishing the basic mission of the Church!’ for all 
times towards the sick and infirm. 


The Church continues this mission of the Son of Man 
through the apostolate of the hospital. The hospital cir- 
cumstance should bring home to the consciousness of the 
sick person the ultimate meaning of suffering as a partici- 
pation in the Paschal Mystery, as a way to the final Kingdom 
In this way the Church will continue to bear a striking 
witness to the Son of Man and effect the redemption of 
many brethren. 


4. Sign of the Kingdom: 


Mention is made of the Kingdom in N. T. The Greek 
original basi/eia means reign. The basic meaning is the 
reign of God, and it grows into the idea of Kingdom The 
kingdom of God is preached or announced by Jesus It 
is the object of his ‘‘“Good News’!!. The announcement is 
that the Kingdom of God is near or has arrived’. The 
Kingdom is a mystery'’’ which men do not perceive and 
which Jesus reveals to His disciples. The Kingdom is an 
eschatological reality, and at the same time it is already 


9, ope 14:62; eee: 31 ft: 
1G. erie, 16: (7485 re ees 1; Ff. 
ti. oFim, b-15; Mt. #3 23; Lk. 4:43 Ste, 


bd. opie | 3 15s LE 4 oR 10 : 9s Mey meee 
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present™. Itis inaugurated in the life and preaching of 
Jesus. Jesus himself and the believers who are in fellow- 
ship with his Rody form at once its fulfilment as also the 
means by which it moves toward fulfilment. 


The Kingdom presents a challenge to each man which 
cannot be evaded: the challenge, whether he accepts the 
sovereignity of God or not. For the coming of the Kingdom 
is synonymous with the execution of the will of God ». 


The power of the Kingdom is made manifest in the life 
and works of Jesus as an antithesis to the power of sin. The 
Kingdom of God stands in opposition to the sinful king- 
dom. 


Sickness and sin are correlated in N.T. For according 
to Karl Barth, sickness is a pure disorder, a sign of revolt 
and chaos against the creation of God, and a work and 
manifestation of the evil forces. In man’s existential history 
sin and sickness are a loss caused by the premordial 
rejection of God. 


Man has a life-call to eternal bliss in a loving rapport 
with God. This is shattered by sin and therefore they are 
not mere natural conditions. Hence the tragic fact that 
mankind’s history is one of sin, sickness and death. The 
historically existing man experiences sickness and death as 
a consequence of sin. Therefore sickness and death 
became natural and inevitable, inherent in man’s consti- 
tution. 


The corruptibility and mortality caused by sin and its 
ally, sickness should make us aware of the Kingdom. For 
mankind’s history is not only one of sin’s domination but 
also of salvation. Where sin increased, grace abounded 
all the more The Kingdom of sin and death is conquered 
by the Kingdom established by Jesus. Therefore the power 
of God’s saving will, of His Kingdom, is symbolically mani- 
fested in the care and cure of the sick. 


14. Mk. 4; Mt: 13 etc. 
15. Mt. 6: 10. 
16. Rom. 5: 20. 


Hence the hospital apostolate is a transient earthly 
verification of what is to be our permanent heavenly destiny 
It is on the one hand a symbolic bestowal of salvation and 
manifestation of the Kingdom, and on the other, a pointer 
to the fulfilment of the eschatological Kingdom where 
mankind will be definitively restored to immortality and 
incorruptibility. Therefore, the hospital personnel engaged 
in the care and cure of the sick appropriate the salvation of 
the Kingdom to the sick man in historical sinful mortal 
condition as well as proclaim the future reality of the King- 
dom where sin and sickness will have no more domination 
over man. For the Kingdom belongs?’ to the poor, the 
lowly and the suffering. 


5. Manifestation of ‘Koinonia’: 


The Greek term Koinonia means fellowship, associ- 
ation, close relationship, most intimate relationship bet- 
ween human beings. Secondly it denotes generosity and 
altruism. Thirdly it is a sign of fellowship and proof of 
unity, and finally it means participation or sharing in 
something. 


The N. T. employs this term to describe Christ’s fellow- 
ship with us in flesh and blood in order that thereby he 
might vanquish death. Koinonia above all describes the 
intimate spiritual sharing of believers and God in Christ 
through the Spirit '® . 


In addition to this vertical fellowship, there is a hori- 
zontal sharing which is also described by Koinonia. It is 
an experience of supreme brotherly love and of mutual 
intimate sharing in an unbreakable unity '°. This hori- 
zontal sharing exists simultaneously with the vertical com- 
munion with God. 


A most significant by-product of the relationship of 
Koinonia is healing of human personality in the entirety of 
its components. The power of fellowship in relation to 


17, Mk. 10: 14; Lk. 6: 20; 18: 16; Mt. 5:3 etc. 
iS. 2 Gor. 13:4; | Cor, 10: 16; Phil. 2:13, 
1I9. Agts. 2: 42. 


10 


_ healing is frequent in N. T. But nowhere is it so accentu- 
_ atedas in James”. In fellowship with the sick, the members 
_ of the Church devote themselves to care and cure in a spirit 
_ of prayer, which when all medical remedies fail, culminates 


ie in the rite of anointing of the sick 


: Therefore, the hospital circumstance is a visible mani- 
a festation of the Church detined as Koinonia. It is a recog- 
_ nizable togetherness of Koinonia which the people feel in 
3 their whole being, their mind and body. This becomes a 
_ reality when the hospital circumstance brings home to the 
_ invalid and the personnel the manifest presence of God as 


- impinging upon their minds and physical beings. 


6. A Sacramenta! Action: 


Sacrament is essentially a symbolism of ths gift of God’s 

love. Sacrament denotes the Christian experience of God’s 

personal encounter with manin Christ. It is a dialogical 

situation between God and man wherein God extends his 

invitation to man for an interpersonal communion. When 

man responds to God's invitation the encounter of God and 
man takes place and it is sealed symbolically. 


Christ is the primordial sacrament precisely because 
he is the embodiment of God-saving-man, thereby truly 
becoming Emmanuel — ’’"God-with-us’”. The Church signi- 
fies the saving presence of Christ in the world, and in as 

-_ much as it is the embodiment of the heavenly saving action 
of Christ in time and space in history, the Church is called 

the universal sacrament The Church engages in the saving 
mission through various channels symbolically. Hence, we 
have several sacraments. The Risen Christ with the saving 

love of the Father encounters the individual in the Church 
through these sacraments. 


In his earthly life Jesus appeared as also the ‘healer’, 
_ the divine Physician with the saving love of the Father 
- towards the sick and theinvalid. And the Church, signi- 
fying the presence of the risen Jesus, continues his saving 
mission to the sick and the infirm, and effects the encounter 


20. Js. 5: 13'-'16. 
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of the Saviour with the sick man through the symbolic 
action of the care and cure of the sick. Hence, we say that 
the hospital circumstance of care and cure of the sick is 
a Sacramental action in as much as it is a visible symbolism 
of the invisible encounter between Christ and the sick 
man. 


Secondly, the one who administers to the sick, too, parti- 
cipates in the sacramental action in so far as he is drawn 
to Christ under the symbolism of the poor and the suffering 
who represent Christ as his ‘brethren’ in whom Christ has 
promised his special presence “'. 


Hence, it follows that the hospital circumstance is truly 
a Sacrament, and that the work of the hospital personnel is 
a ministry of sacramental action in so far as it (hospital 
work) is a participation in the special saving mission of Christ 
to the sick through the Church. The hospital, therefore, 
with its multiplicity and diversity of staff, functions as a 
sacrament whose partial effects will be brought to fulness 
at Parousia. 


Conclusion: 


In the foregoing pages we have attempted to make a 
few theological reflections on the Apostolate of the Hospital. 
Since this apostolate is embedded in the basic mission of 
the Church from the very inception of Christianity, the new 
people of God were aware of their specific mission and 
ministry to the sick. Jesus had already promised them that 
they would be given the power to heal ’’every sickness and 
infirmity’. The early Christians shared in this power 
of charism in the spirit-filled community and exercised 
Diakonia diligently. 


This charismatic service was later institutionalized, and 
by the middle of 4th century there sprang up several 
hospitals, especially under St. Basil who was the Bishop of 
Caesarea between 370-379 A.D. They always bore the 
mark of service in an area neglected by the State because 
of its ignorance or inability. 


21... Mee 25342, 45, 
ad. Pi TOT, 
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In our own epoch the State is becoming more and more 


aware of its duty to preserve the health of its citizens, and 
no wonder if there is a move to nationalize the institutions. 
In the wake of this new development, the Church’s aposto- 
late to the sick calls for a re-thinking to continue this 
essential mission as also a greater fidelity to its ideal and 


purposes. 

ODOT 
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CHAPTER X 


THE CHAPLAIN 


What is a Chaplain ? 


According to the ‘Catholic Chaplain’s Manual”! Aes 
chaplain is a priest appointed by the bishop to minister in 
the Hospital. He is member of the healing team. 


According to the Protestant brethren, a chaplain is a 
person of God, with special theological and psychological 
training and education, committed to minister in the hos- 
pital. 


Pastoral care in hospital must be a team work. It is 
most effectively exercised by the members of the healing 
team, e.g. chaplain, doctor, nurse, and medical social 
worker; and it must be shared by the entire health team, 
e.g chaplain, doctor, nurse, medical social worker, para- 
medical staff, auxiliaries and others. 


Religious Brothers and Sisters do excellent work in 
chaplaincy They must take up pastoral care of the sick in 
the hospital. 


Aim and Purpose of Chaplaincy 


The chaplain in a health care facility ig a member of 
the professional team”, because healing is an art, a science 
and a ministration of Divine love®. Hence he must be the 
most treasured person on the team‘. For, the reasons. 

|. Manual on Hospital Chaplain P. 28 American Hosp. Assoc. Chicago. 
2. The Department of Pastoral Care -a guide book p. 10. The Cath. Hosp. 

Assoc. 1972. U.S.A. 

3. Counselling, A modern Emphasis in Religion P. 46. Leslie E. Moser Ph. D. 

Presentice Hall. USA. 62. 


4. Spiritualize Your Nursing’p. 49. by Mary Miranda /plachta Felician Sisters 
W. J. 1963. 
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1. He focuses the healing team, the hospital and 
patients. As Louis Marteau says, his presence itself and 
often more than that, is a directive. His active presence in 
the policy-making meetings will be necessary to protect and 
propagate values Christian and ethical. 


2. He is meant for the care of the patients and the 
staff’ as is emphasised by the English Ministry of Health, 
Oct. 1953. There are three levels of healing: medical, 
psycho-therapeutic and religious These three are distin- 
guished but not separated Although in principle they are 
different in function, they overlap in the actuality of the 
healing process° . 


3. To help a sick person accept himself and believe 
that he is indeed acreature of worth. It has become a 
vital aspect of medical treatment’ . 


4. To give a sustained care to the patients by himself 
personally and through others, by making the team more 
patient-centred. 


For, at present, due to compartmentalization, we have 
a close-marked net-work of spaces, apparatus, specialized 
tasks, hierarchical relaticnships, horizontal and vertical 
lines of communication, shared responsibilities, unassailable 
expertise, prized status relationships and prestige struc- 
tures full of latent conflicts? . 


Gerda L. Cohen, as a patient ina hospital, explains: 
Patients don’t count. They are often needlessly humiliated 
and as a result they become more and more frustrated. 


What strikes her forcibly is the lack of contact between 
the patient on the one hand and the various members of the 
hospital staff on the other?. Hence the chaplain must 
understand and go into deeper levels and be sensitive to 
the sociopsychological conditions in which he is to function, 


Apostolate to the sick op. cit. P. 9. 

The Theology of Pastoral Care pp. 25-26 Pastoral Psychology Oct. 1959, 
Department of Pastoral Care op. cit. P. 9. 

Pastoral Care in Modern Hospital P. 8. Heije Faber / SCM. Press Ltd. 1968. 
Ibidem P. 8. 


at all eal hl 
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and make it possible to give sustained care and support to 
the patient in spiritual, psychological and other needs. 


5 To make the hospital and personnel more ’’commu- 
nity-minded”. The patient must be healed by the com- 
munity at large’. 


6. Tocarry onthe ministry of missionary apostolate 
It is easier through the hospital apostolate, as “is noted that 
our sisters work in a dedicated way, people show greater 
confidence in our hospitals, there is a better environment 
in our hospitals’” R-AD!!. 


7. To administer the sacraments. 


For all these, “the greatest utilization of the chaplain 
requires that he be a member of healing team*’. 


Job Description: Office of the chaplain: 


Chaplain is a member of the healing team and so a 
member of the professional staff in the hospital. He is 
specially trained to minister to patients suffering from 
physical, psychological and spiritual maladies. He visits 
and helps every patient especially those who need him 
most. He must as well be available to the staff. 


The chaplain must have his office. It must be prefera- 
bly near the chapel. Besides the office room he must have 
another room with proper settings, position and arrange- 
ments for counselling. The consellee (staff or patient) must 
feel confident and experience a ‘permissive enviroment’ 
in the room. Besides, he must have a well furnished library 
for himself, for the members of the pastoral care team, 
hospital staff, and patients. 


He is responsible :— 
1. Pastorally: to the bishop or to his representative. 


2. Inthe organisation: to the director of the Pastoral 
Care Association of India. 
10. The Church in India Today Op. cit. p. 512. 
1!. ibidem p. 513. 
12. Department of Pastoral Care op. cit. p. 10. 
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3. Inthe hospital: to the administrator, without being 
prejudicious to Nos. 1 & 2. 


4 Ifreligious: to the religious superior for his reli- 
gious life 


Position Summary: 


The chaplain helps to provide for the total needs of 
patients who are entrusted to his care. 


He works in concert with the physicians, nurses and 
other members of the healing arts!*. 


For the proper functioning of his roles he has to co- 
operate with the other disciplines! . 


Duties of the Chaplain: 


(Duties towards the hospital staff are given in the 
chapter on ‘Chaplain as a Member of the Healing Team”). 


I. Visiting the patients: 


He must visit the patients!®. The pastor’s relationship 
with his people is the central integrating element of his 
ministry!’ especially with the seriously sick. Chaplains are 
therefore being urged to spend more of their time in inter- 
personal relationship with the patients and the team!®. 


For, The Church works most of all by her healing and 
elevating aspect of the dignity of the person'’. When 


a person is sick a visit can redeem him from dreadful lone- 
liness and isolation. 


a) He visits patients at the request of the patients and/ 
or at the request of members of the staff or other depart- 
ments, as well as on his own initiative”’. 

13. Dept. of Pastoral Care p. 10. 

14. Ibidem P. 10. 

15. Kember / London P. 23. 

16. Apostolate to the Sick op. cit. p. 10. 

17. Pastoral Counselling p. 43 / Carroll A. Wise / Harperb Brothers N. Y. 1957 


18. Minister and Doctor Meet p. 69 / Granger E. Westberg / Harper & Raw. 
NF. IGE. 


19. Vat. tf Church in the Modern World. 
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b) He visits and personally interviews as many of the 
incoming patients as is possible or he may delegate that 
function” . 


By regular visits you may lead anon-church going 
patient to God. 


c) Obstetrical section of the hospital must be included 
in his visit*? especially when asked for and to give the 
sacraments (feeding hours and other schedules must be seen 
to before visiting; and local customs and culture also must 
be respected). , 


Il. Administration of Sacraments:— 


l He has a sacramental! ministry both in times of 
crisis, and in offering religious service to patients confined 
in the hospital, particularly for an extended period of 
time. 


2. He provides opportunity for administration of the 
Sacrament of Penance and frequent Holy Communion”: . 
The sick need Our Lord more than ever. 


3. The patients or staff belonging to other denomi- 
nations must be helped to receive spiritual help from their 
own ministers if they ask for it. 


4. Mass for the patients, sfaffand other members. No 
patient must be denied this opportunity even those on 
wheel-chair and stretcher. 


5. Where there are no priests, whenever a priest is 
available Mass must be arranged for. The chaplain in the 
hospital has a unique opportunity to use every power of his 
priesthood for the benefit of the sick?? . 


6. He administers the Sacrament of the Sick to those 
in need and disposed toward this Sacrament. 


20. Department of Pastoral Care p. 11/2 op. cit. 
21. Ibidem p. 11/5. 

22. Apostolate to the Sick op. cit. p. I5. 

23. Department of Pastoral Care op. cit. p. 12. 
24. Apostolate to the Sick op. cit. p. 19. 
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7. He is available for emergency Baptisms and Confir- 
mations, and sees that the staff is informed about laymen 
administering Baptism in urgent cases when a priest is not 
available. 


8. He records information on the administration of the 
Sacraments in the proper place, and keeps the necessary 
personal records on these matters2>. 


III. Special duties as member of the healing team” . 


1. The chaplain is a full member of the healing team, 
that is; 


a) He attends and participates in patient treatment 
programming conferences. 


b) He attends and participates in other inservice trai- 
ning that will aid him to grow in his knowledge of the 
patient and/or the patient’s illness. 


c) He counsels and ministers to the patient. 
d) He records pertinent data on the patient's chart. 


Note: Staff chaplains usually have full access to the charts. 
Visiting clergy should, upon proper identification, 
be given any medical information needed by them 
for successful ministry if they are working with the 
physician. They do not have access to the charts, 
nor make notations on the charts. 


It may prove helpful to have a chaplain’s sheet 
in the chart on which chaplains may make notes 
for the benefit of the staff treating a patient but which 
are not part of the permanent medical record. 
Matters of professional confidence are of course not 
recorded. 


2. He gives particular care to those in special need: 
the seriously ill, pre-and post-operative patients, and those 
emotionally disturbed. 


25. Department of Pastoral Care op. cit. p. 12. 
26. The following duties are cited from the ‘‘Department of Pastoral Care”’ 
(pp. 11-13) with kind permission, 
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3. He assists families at the time of the death of a 
patient or in other crises 


4. Hecounsels in-patients, and in certain circumstan- 
ces, out-patients. 


5. Maintains records of significant information. 


6. Develops appropriate instructional programme for 
hospital personnel relative to the spiritual care of patients 
as well as programmes on medical ethics, and philosophy 
of the Catholic health care facility, etc. 


Secondary Duties: 


In certain instances the chaplain has the following 
auxiliary functions : 


1. He speaksin behalf of the hospital to the Church 
and civic organization explaining the work of the hospital, 
and the role of his department in the hospital 


2. He serves as instructor in the inservice training 
of hospital personnel He gives a proper spiritual orien- 
tation to all nursing personnel, including orderlies and 
aides, in their particular care of the sick. 


3. He writes articles for hospital employee publication 
or medical staff publication. 


4. He interprets ethical and religious directives and 
is available to assist and advise staff physicians and nurses 
in their appreciation of Catholic ethics and morals. 


5. He counsels as well all personnel and students of 
the hospital. 


6. He often assists in training programmes for chap- 
lains, seminarians and sisters involved in pastoral care. 
Note: in the opinion of the National Association of Catholic 

Chaplains, U. S. A. the following could be con- 
tracted for separately and are not to be presumed to 
be included in the duties of the chaplain. 


7. He provides a sacramental ministry to the religious 
community that owns the hospital. 


8 Hegives religious conferences to the same religious 
community. 
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Administrative Duties: 


Because the chaplain often serves in a dual role of 
Chaplain and Director of the Department of Pastoral Care, 
certain administrative duties are listed here They are 
duties not of the chaplain as such but of the departmental 
head. 


1. He schedules and coordinates his activities in con- 
sultation with other departments. 


2. He maintains statistical records, preperes a budget, 
and purchases the necessary supplies for his programme. 


3. He keeps records of all correspondence 


4. He provides periodic evaluations of religious acti- 
vities, projects, programmes and objectives. 


5. He establishes procedures for notifying local clergy 
of the religious needs voiced by patients 


6. He coordinates occasional pastoral care program- 
mes, seminars, workshops and training opportunities for 
visiting clergy and seminarians, as well as regular instruc- 
tional programmes for the personnel. 


7. He conducts research which contributes to a more 
effective religious ministry to patients and personnel. 


8 He directs the work of sister-counsellors, or other 
volunteers that visit patients in the name of the pastoral 
care department. 


9 He formulates and enforces policies, rules and 
regulations. 


10 He assists visiting clergy of all faiths in utilising the 
hospital’s facilities for counselling, and ministering to the 
needs of patients and their families. 


11. He assures that the hospital is served by another 
priest if he is out of the hospital for any reason whatever. 


12. Makes arrangement for retreats of staff and stu- 
dents in consultation with the proper authorities. 
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The Chaplain’s Qualification and Training : 


Qualifications and standards for Catholic Chaplains 
in our country are to be established by the Pastoral 
Care Association of India The following are only a few 
suggestions: 


1. Ordination to the priesthood and continuing ecclesi- 
astical endorsement by the ordinary of the diocese. 


2 Experience: Two years of satisfactory pastoral 
experience. 


3. Desire to work with the sick and dying. 


4- Good physical and mental health enabling him to 
withstand the strenuous and long hours involved 


S. Professional knowledge of theological and medico- 
moral matters, the ethical and religious directives ordinary 
for our health facilities and Canon Law as it relates to the 
practice of medicine. 


6 Ability torelate well with the clergy of other deno- 
minations, patients, administration, staff and all other 
members of the hospital family. 


1 Sensitivity to emotional signs of sick people, 
understanding and skill in counselling techniques 


8 Countinuing education to update his professional 
skill and knowledge by participation in chaplaincy training 
progammes, seminars, and workshops. 


N. B. The following may be made necessary qualifications 
by the Pastoral Care Association of India. 


9. Active membership in the Pastoral Care Association 
of India 


10. Certification as granted by the above said Associ- 
ation. 
Qualities of the Chaplain: 


To be a chaplain is to risk one’s self to the 
mystery of God’s grace”’ and in the Church the 


27, Depth Perspectives in Pastoral Work p. 17 / Thomas W, Klink / Prentice 
Hall / N. J. 
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mystery* of man’s conflicted nature” ,madein the image 
of God;*’ yet a sinner?! labouring to be freed® for full 
communion with the Lord’. 


Based upon this reality he must develop and form 
himself. Therefore his qualities:— 


l. Attitude He must develop a new attitude alto- 
gether, new to suit the hospital work. The attitude of the 
Divine Healer must be his: Jesus was meek and humble of 
heart, approachable, loving, serviceable, sympathetic e. a: 
The Gospel says: He felt sory for them (Mt 2, 36), He took 
pity on them (Mk 6, 34), I felt sorry for them (ME. “may 
However he should avoid a demanding, Overbearing and 
officious manner”. 


He must be kind, prudent and firm. Christ is his model 
for interpersonal relationship. 


2. Praying: He stands best who kneels most, says 
Megiddo Message. 


Prayer is the common ground for a patient to meet God 
in the chaplain. 


3. Be a man of God: It is not the skil] that cures 
but the spirit that heals. 


4. Ability to listen to every one. 

5. Ability to absorb difficulties 

6. Ability to be resiliant and adjustable. 

Z. Selfish-basic-needs are to be regulated. 


8. Interest, initiative, and ability to cooperate must be 
some of the other necessary qualities 


28. Vat. Il. The Church. 

29. Vat. Il. The Church in the modern world Nos. 10, 12. 
30. Gen. |. 26: wis 2, 23. 

31. Vat. Il. The Church No. 8. 

32. St. Paul to Corinthians. 

33. Vat. Il. The Church Nos. 2, 40. 

34. Apostolate to the sick p. 36 op. cit, 
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Requirements : 
1. Suitable living quarters. 
2) Studies — essential to keep up studies. 
3 Time-—off, day—off, holidays. 


4. Other organizational and functional requirements 
from the authorities. 


(For further requirements please confer the chapter on 
How to Organize a Pastoral Care Department ) 
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CHAPTER XI 


HOSPITAL 


The meaning of hospital: 


In the beginning hospital was an ecclesiastical insti- 
tution and not a medical institution. Faith and love were 
more predominent features of its service than were nursing 
skill and medical science. All the staff in the hospital 
worked for the patient and not for the institution. 


But now this notion is not understood because too often 
the spiritual dimensions in the care of the sick are not well 
perceived by medical staff and administrators and there- 
fore neglected. 


Things will be improved if only we keepin mind the 
admonition of Circhow, the great German pathologist, 
“Treat not the disease, treat the man”; and it will be perfect 
if we remember that the patient is a child of God and 
our duty towards him is to become witnesses of God’s love, 
Christ’s love through hospital service. 


The staff must develop a patient-oriented understan- 
ding, thus making the hospital an institution to offer care 
and cure by witnessing God's love, Christ’s love. 


Even before Christ there were hospitals. But we know 
for certain only of the hospitals of the Christian era. 
Under Basil of Caesaria there sprang up many hospitals 
circ. 370-379 A. D. 


In India there were hospitals at the time of Emperor 
Chandragupta II in 5th century A. D, and in China in 6th 
century A. D. Later it was taken up by many Christian 
religious congregations specially of women. 
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Role of the hospital : 


Hospitals are to give a total care to the patients and the 
community through health care activities. 


WHO Expert Committee (1957) defines the role of 
hospitals: 


“The hospital is an integral part of a social and medical 
organization, the function of which is to provide for the 
population complete health care, both curative and preven- 
tive, and whose out-patient services reach out to the family 
in its home environment; the hospital is also a centre for 
the training of health workers and for bio-social research”’. 


Functions: 


The main function is to care for the sick and injured; 
other responsibilities also are there:- 


rE. 
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Restorative (care for the sick and injured). 


diagnosis. 

treatment. 

rehabilitation. 

emergency services. 

other nursing and adjunct services. 


Preventive — public health - promotion of health. 


supervision of normal early childhood develop- 
ment. : 


” later is 
control of communicable diseases. 
environmental sanitation. 
nutrition. 
prevention of diseases. 
family planning. 
health education 


hereditary diseases. 


socio-pathological problems. 
—drugs addiction, 
—alcoholism. 


—venereal diseases etc. 


Research advancement in scientific medicine 


Educational:— 

a) Education of medical personnel. 

b) » « Of nurses. 

c) * of para—medicals, radiographers, la- 
boratory technicians, medico-social workers, 
medical record librarians, and other hospital 
personnel who receive training in the hospital 
setting. 

d) Education of hospital chaplains where cha- 


plaincy is a law. 


There are different types of hospitals. 


'¢ 


IT 


a) 


b) 


By ownership and control hospitals. 
Government hospitals. 

Federal and non-federal. 
Non-Governmental e. g. by organizations. 


Voluntary non-profit institutions e. g. hospitals 
by the Church. 


Service hospitals e.g. general hospitals. 
Other categories. 
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THE HOSPITAL 
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CHART II 


THE MODERN HOSPITAL 


— 


GOVE AG ns 


ADMINISTRATION 


The Modern Hospital promotes:-— 


l. better subsidiarity, 
2. better cooperation. 
3. interdependance. 


No. 1. indicates the area of co-operation. 


No. 2. indicates possible lines or areas of co-ope- 


ration and co-ordination. 


Triangles represent the departments. 
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CHAPTER XII 


HOW TO ORGANIZE A PASTORAL 
CARE DEPARTMENT 


In every hospital there must be a department for 
Pastoral Care. | 


Titles of this department : 
This department may be known as: 
1. The Department of Pastoral Care; or 
2. The Department of Religion; or 
3. The Department of Religious Work. 


These titles may be quite meaningful in South 
India where Christianity is known. In the North 
it may be repulsive; if so any of the following 
titles may be assumed: 


1. The Department of Human Relationship. 
2. The Department of Hospital Care. 
3. The Department of Care and Counselling. 


The meaning of this Department: 


In a hospital this department provides an organized 
and a well-coordinated delivery of services to meet the 
needs of all patients primarily spiritual, through a formal 
and identifiable structure. 


Functions: 


Chaplaincy in a hospital is exercised under this depart- 
ment. Therefore this department itself needs a head -a 
director who is accountable to the chief executive in the 
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hospital. In small hospitals the chaplain himself may be 
the departmental! head. 


The staff and the departmental works are organized 
and distributed. Visiting ministers of other denomina- 
tions recognized as staff and visiting priests and sisters in 
the department, form one unit. 


In our country, owing to the shortage of priests, sisters 
play a very important role and they are an integral part of 
the department. 


“The visiting clergy should be oriented to the hos- 
pital by some formal meetings. They should also meet 
regularly to discuss programmes of the department and 
may make suggestions’ (Dept. of Pastoral Care) 


For an adequate functioning of the department, the 
administrator of the hospital must supply a budget, a chapel, 
an office, a room for counselling, adequate secretarial 
assistance, library etc Normally a chaplain or chaplain — 
director and director, must be paid a doctor’s salary, de- 
pending on the hours of duty (part time or full time). This 
is the standard followed in India (in a few hospitals) and 
abroad. 


How to organize a department: 


(The rest of this chapter is adapted with kind permis- 
sion from the ‘Department of Pastoral Care” Cath. Hosp. 
Assoc. U.S. A.) 


1. Get permission from the governing board of the 
hospital. 


2. Hold a discussion meeting of all responsible persons 
together with the heads or representatives of the medical 
staff, nursing services, and medical social workers. The 
local clergy and that of other faiths also may be included. 


3. If the members are too many an executive com- 
mittee may be elected; this consists of: the chief executive 
of the hospital (administrator or director), director—chaplain, 
heads or representatives of the medical staff, nursing ser- 
vices, medical social worker and sister—counsellor. 
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4A This committee then secures the following infor- 
mation: 


a) the availability of clergy to serve as visiting clergy. 
b) the credentials desired of the resident chaplain. 


c) the number of full-time personnel reguired: 


Director or 
Director-Chaplain. 
Secretary. 
Sister-Counsellor. 


d) method of accrediting visiting clergy and arranging 
for ’on call’ clergy of all faiths. 


e) projected budget. 
t) attitude of the medical staff to the department. 


g) names of clergymen, capable and willing to serve 
on a permanent advisory board for the department 


5 The committee then presents a complete programme 
to the governing board for funding and incorporation into 
the organization of the facility. 


6. In some cases it will be necessary to request a new, 
certified chaplain be appointed or to seek someone for 
the position of director. 


N. B: 1. It may be suggested that for every 100 beds there 
must one chaplain. A good use of visiting the 
clergy and sister-counsellors, could expand this 
ratio. 


2. It must be suggested that the chaplain’s thorough 
professional training is essential for the effective 
functioning of the department. If a professional 
chaplain is to function properly within the facility 
he needs to win the respect and support of the 
medical staff as a valuable member of the health 
care team. 


The chaplain as a counsellor for the lonely, depressed 
and frightened patients, becomes clearly of value only when 
he receives referrals from physicians, and the beneficial 
effect of his counsel becomes apparent to the attending 


32 


physician. Therefore, an adequate explanation of the new 
department and its function should be made to the assem- 
bled medical staff and the mechanism of referrals clearly 
explained to them. 


Organization: 


Organization involves the framework within which the 
department operates its own programmes and coordinates 
its efforts with the other hospital departments and services 
[fhe organizational framework establishes and maintains 
authority responsibility relationships. The following guide- 
lines are suggested. for the formal organization of the 
Department of Pastoral Care: 


1. The Department of Pastoral Care should appear in 
the hospital’s organizational chart as a staff department, 
directly responsible to the hospital administrator (see 
charts | & 2 ). 


2. All religious ministry programmes and activities 
within the hospital should be incorporated within the De- 
partment of Pastoral Care. These would include the sister- 
counsellor programme and the programme of voluntary 
groups, in so far as their activities relate to the purposes of 
the department. 


3. Internal department organization, staffing, and au- 
thority responsibility relationships should be determined 
by the director of the department, and should be consistent 
with the approved budgetary and projected plans. 


4. Projected plans, objectives, and programmes of the 
department should be consistent with and part of long- 
range hospital plans. 


5. Since the Department of Pastoral Care is patient- 
centred and engages only in programmes and activities 
which contribute to and are necessary for a total patient 
care programme, all expenses it incurs should be recorded 
and reimbursed according to the same formula used to 
record and reimburse the activities of the other hospital 
departments and services. 


6. Services rendered by members of the Department 
of Pastoral Care, which are not related to departmental or 
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hospital functions per se, should be done at other times 
and as hospital and patient needs allow. An example of 
such a service would be assigning the chaplain to provide 
religious services at a local convent, These services should 
be identified, and reimbursed under a separate contract, 
and should be clearly distinguished from those activities 
that are normally considered departmental functions 


7. It has proven valuable for many departments to 
have a statement of agreement drawn up with either the 
religious congregation or the diocese that supplies the chap- 
lain(s) This assures the administration that the expenses 
and efforts incurred in the training of a chaplain will not 
be dissipated by untimely transfers. A similar statement 
is valid also for the Director of the Department. 


8. A staff of visiting clergymen should be organized. 
This staff should include priests and ministers. It should 
have periodic formal meetings to allow it to make input 
to the decision-making process in so far as the departmental 
policies, programmes and activities are concerned 
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CHAPTER XIII 


THE DEPARTMENT OF PASTORAL CARE 


We are children of God; and our duty is to become 
witnesses of God's love, Christ’s love, says Vatican II. This 
becomes meaningful when we realize that Christianity is 
essentially love and Christian experience is essentially 
suffering. In a hospital situation the realization of these is 
very redemptive. The Preamble to Ethical and Religious 
Directives for Catholic Health Facilities, 1971, says “Catholic 
health facilities witness to the saving presence of Christ in 
a variety of ways: by testifying to transcendent spiritual 
beliefs concerning life, suffering and death, by humble 
service to humanity and especially to the poor, by medical 
competence and leadership, and by fidelity to the Church’s 
teaching while ministering to the good of the whole person 


‘The total good of the patient, which includes his 
higher spiritual as well as, his bodily welfare, is the primary 
concern of those entrusted with the management of a 
Catholic health facility So important is this, in fact, that if 
an institution could not fulfill its basic mission in this regard, 
it would have no justification for continuing its existence as 
a Catholic health facility ”’. 


In the Christian hospital there must be provision for 
working out so sublime a mission. Through the Department 
of Pastoral Care this can be easily realized; for in a Christian 
hospital it is to provide a planned, organized, and coordi- 
nated delivery of those services needed to meet the spiritual 
needs of all patients, and to provide these services through 
a formal and identifiable structure. 


Experience has shown that these goals are best 
achieved when there are: 


1. A visible organization 
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2. Contracted services of the staff. 

3. Specific delineation of rights and duties by means 
of job description 

4 Specific and identifiable performance standards. 


5. Continual review and evaluation of programme and 
personnel. 


Both the establishment and the operation of the depart. 
ment should be patient and service centred. ~ 


In the spirit of Vatican II. the department makes the 
best use of accepted management techniques. Well defined 
goals and objectives, with a realistic method of evaluation 
clearly established, are essential. 


DIRECTOR OF THE DEPARTMENT OF PASTORAL CARE 


Position Summary: 


Under the general supervision of the chief executive 
officer, the director is responsible for establishing and 
achieving the goals of the department. 


Meets regularly the other departmental heads. 
Submits and maintains a budget for the department 


Obtains office space and secretarial assistance as 
needed. 


Directs the personnel of the department: 
Chaplain(s), 
Sister-counsellor, 
Visiting clergy. 
Volunteers in spiritual care. 
(Members of local pious assoc., hospital staff, sisters). 


Provides for continuing the education of the depart- 
mental staff. 


Approves all printed material distributed in the name 
of the department. 


Consults other clergymen. 
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Primary Duties: 


1. Establishes policies regarding: 


a. Rights and duties of visiting clergymen. 

b. Rights and duties of sister-counsellor. 

c. Attendance of departmental personne] at hospital 
conferences. 

d. Appointment of personnel to the staff and their 
termination 


e. Distribution of printed material given to patients 
in the name of the department. 
f. Line of communication within the department. 


2. Maintains policies regarding: 

a. The position of the chaplain in the care of the 
patients. 
Reimbursement of personnel 
Vacations, days off, sick leave, etc 
Line of communication with the other depart- 
ments 
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3. Assigns the tasks of departmental personnel. 


4 Obtains adequate office space, counselling areas 
and secretarial assistance for the operation of the depart- 
ment 


5 Submits and maintains the budget for the depart- 
ment. 


6. Evaluates the performance of all personnel of the 
department 

7. Evaluates the programmes of the department 

8. Initiates hospital and community conferences, dis- 


cussions and educational programmes as they pertain to 
the spiritual care of the sick and dying. 


9 Assures availability of chaplain(s) for consultation 
by physicians, nurses, other staff members, other clergymen 
and the patient’s family 


10. Assures responsible observance of hospital policy 
by all personnel of the department. 
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ll. Integrates the goals of the department into the 
over all goals of the hospital. 
Qualifications : 

If a priest : 


1. Ordination and continuing ecclesiastical endorse- 
ment. 


2 Aminimum of two years of experience in hospital 
ministry. 


3. Active membership in the Pastoral Care Association. 
4 Certification by the Department. 
5. Good health — both physical and emotional. 


6 Knowledge of and appreciation for the Christian 
witness inherent in the philosophy of our hospitals. 


7. Ability to work well in a team with other top level 
professionals. 


8. Organizational and managerial skills to the degree 
that he can function as a competent departmental head. 


If a priest is not available, a sister will be the depart- 
mental head. Her qualifications: 


1. Advanced study of counselling or psychology. 
2. Professional knowledge of medical moral theology. 
3. Good health — both physical and emotional. 


4. Knowledge of and appreciation for the Christian 
witness inherent in the philosophy of Catholic health 
facility 


S. A minimum of two years of hospital experience or 
its equivalent. 


6. Ability to work well with the other top level profes- 
sionals 


7. Organizational and managerial skills to the degree 


that he or she can function as a competent departmental 
head. 


The same qualifications are demanded of a non-priest 
or a non-sister departmental head. 
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CHAPTER XIV 
SISTERS IN THE DEPARTMENT OF PASTORAL CARE 
SISTER-COUNSELLOR PROGRAMME 


What is a sister-counsellor? 

A sister-counselloris an integral part of the Department 
of Pastoral Care, appointed by the hospital authorities and 
incorporated by the departmental head She works to 
provide the hospital with the component of Spiritual care in 
comprehensive patient care, which includes meeting a 
patient's physical, emotional and spiritual needs 


The need of a sister-counseilor: 

In India the position of sisters in the Pastoral Care 
Department is very important. For the reasons: 

1. Lack of sufficient priests. 


2. India with its deep religious heritage attaches great 
importance to religious persons such as sisters. 


3. Woman being more receptive is better appreciated 
at sick bed. 


4. Often woman, because of her feminine appeal, 
succeeds where man fails especially to get round a “hard 
patient’’. 


5. In large hospitals the shortage of chaplains can be 
met by sisters. 


6. Where priests are not available especially in North 
India, sisters can take up this department. 
JOB DESCRIPTION: SISTER-COUNSELLOR 
Position Summary : 


The sister—counsellor bears witness to her own, as well 
as, the Christian community’s concern for the patient In 
fulfilling her role on the health care team, she: 
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Visits patients daily. 
Refers patients to the appropriate personnel or depart- 
ment for consultation or special service 


Gives emotional support to patients and their families 
Prays with the sick and dying. 


Alerts other members of the health team of specific 
needs expressed by the patient 


Attends pertinent departmental and hospital meetings 
with the approval of the director. 


Principal Duties: 


1 Visits all patients on the day of admission to provide 
them with a friendly visit and an opportunity to obtain 
information about the spiritual care the hospital provides. 
She informs the Catholics about the chaplain’s services, and 
the availability of Mass and the Sacraments. She informs 
patients of other faiths about the hospital’s staff of visiting 
clergymen and the availability of visits from clergymen of 
their choice Allthe patients will be informed about special 
public address system or other programes such as morning 
and evening prayers and availability of reading material. 
Another important reason for the sister’s visit is to learn 
whether the patient has particular needs related to his 
own religion and when possible to see that these needs 
are met 

2. Visits daily critically ill or dying patients (even 
several times a day depending on the circumstances) to 
offer comfort, consolation end encouragement to them and 
to their families and to pray with them. 


3. Visits surgical patients the day before their surgery. 


4. Visits on a call basis patients in the out-patient 
clinic and emergency room 


5. Visits other selected patients on a flexible basis 
depending on their request or needs. 


6. Supplies religious articles and reading material in 
appropriate instances and always with prudence. (In some 
hospitals reading material may be in another language). 
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7 Notifies the chaplain or the clergyman of other faiths 
if patients wish to see them. Keeps a list of addresses and 
phone numbers of priests, ministers and rabbis for easy 
reference, 


8. Stays with the relatives of critically ill or dying 
patients, and when the situation or their reaction indicates a 
need, accompanies the relatives of a patient who has died 
to the office and to transportation. 


9 In many places with the permission of the local 
ordinary she distributes Holy Communion to the patients. 


10. Reports to the Volunteer—Office to assist patients 
in writing letters, reading materials, etc. 


Secondary Duties: 

1. As her schedule permits, attends the wakes of 
patients or the funerals of those who die at the hospital. 

2 Provides recreation and relaxation, e. g. card games, 
puzzles, etc. 


3. May answer a signal light and if the circumstances 
require reports the patient’s need to the nurse. 


4, May occasionally visit a former patient in the 
patient’s home when such a visit seems indicated by the 
patient’s special needs. 


5. Provides special courtesies for out-of-town patients 
or visitors, such as information on motels, transportation, 
etc. 


Qualifications: 

1. A desire to work with the sick and the dying. 

2. Gifted in communication ability — including ability 
to be a good listener. 


3. Good knowledge of hospital and community resour- 
ces enabling her to make proper referrals to social agencies, 
etc. 

4. Good physical and emotional health, especially 
good hearing. 
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A warm, friendly, and sympathetic personality. 
A deep respect for differring religious convictions. 
A nursing background is helpful but not essential. 


Proper orientation to the hospital. 
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9. Some inservice training. 


Where priests are not available and/or when the 
number of sisters is fairly large, a sister coordinator must 
be appointed. 


SISTER-COUNSELLOR COORDINATOR 


Position Summary : 


The sister-counsellor coordinator performs the follow- 
ing functions within the department of pastoral care: 


Principal Duties: 


1. Schedules sister-counsellors’ hours and places of 
work. 


2. Arranges for sisters to be on call at all times. 


3. Arranges schedules of days off, vacation, and 
coverage for sick leave, retreat, etc. 


4, In cooperation with the director supplies sister- 
counsellors with reading material, etc., to distribute to the 
patients. 


5. Plans programme of orientation for new sister- 
counsellors especially if they have little or no hospital 
background. 


Qualifications: 
1. Ability to work well with professional people. 


2 Ability to supervise sister-counsellors and evaluate 
their performance of duties. 


3. Good understanding of the goals of the hospital. 
PASTORAL ASSOCIATE 


In India pastoral associates are a necessity where 
chaplain is not altogether or rarely (once a month) available, 
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The pastoral associate is a sister of a religious community, 
appointed in the hospital by the administrator. She assumes 
the role of chaplain to become a minister of Christ, a repre- 
sentative of the Church, a friend to the staff, and a consoler 
to the patients, 


Position Summary: 


Helps the patient and his family to accept all aspects of 
the patient’s illness and to incorporate them into their 
Christian development. Helps the individual to view suffer- 
ing as an integral part of each man’s life. as means to 
emotional and spiritual maturity if accepted in the light of 
the Gospel. Helps maintain in the hospital an atmosphere 
of patient-centred care or Christian concern. 


Gives the patient an opportunity to release pent-up 
feelings and to explore emotional reactions to illness. 
Identifies the psychological needs of the patient and/or - 
family and to assist them in work through these feelings. 


The primary function is to assist the patient and his 
family to meet their psychological, social, emotional and 
spiritual needs during the period of illness or injury. 


Principal Duties: 


1 To make personal contact with patients and their 
families, takes special note of the newly admitted, critically 
ill and those going to surgery. 


2. To comfort patients and their families in times of 
anxiety and sorrow. 


3. To make available to each individual patient the 
spiritual comfort and support needed. 


4 Toassist the physicians and members of the nursing 
staff in giving total patient care. 


5. To counsel the sick, their relatives and families, 
personel and students. 


6. To be available at on-call basis for emergency calls 
and intensive care. 
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7. To be available for pastoral counselling of in- 
patients, relatives of patients, staff, students, hospital asso- 
ciates and ambulatory patients. To receive referrals from 
departmental heads, personnel office, or medical and 
nursing staff. 


8. To respond to the call for spiritual assistance to any 
patient. 


9. To be available to families in times of crisis, sup- 
porting them during surgery, critical condition or death of 
a patient. 


10. To work with the patient and his family toward 
acceptance of death when recovery is impossible. 


11. Tostrengthen the patient’s confidence in medical 
and hospital care by a favourable and positive attitude. 


12 Tosympathize with the very ill and dying patients 
and their families. To pray with critically ill or dying 
patients if indicated. 


13 Distributes Holy Communion and administers other 
Sacraments to the sick where these are indicated and per- 
mitted. 


14 Assumes responsibility for self-development 
through participation in educational and spiritual program- 
mes, workshops and seminars. 


Qualifications: 


1. Member ofa religious congregation and with training 
in the care of the sick and the dying. 


2. Reasonable good health and well-adjusted psycho- 
logically and spiritually. 


3. A desire for working with the sick and the suffering 
the aged and the dying. 


4. A warm, outgoing personality, sensitive to the needs 
and feelings of others, empathy and ability to relate with 
the sick, the discouraged and the dying. 
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5. Training and experience in counselling and inter- 
personal relationships Training could include psychology, 
theology, clinical pastoral education, thanatology (study of 
death, loss, grief and bereavement). 


6 An understanding of hospital organization and pro- 
cedures 


7. Genuine interest in ministry to persons in crisis. 


8. Knowledgeable concerning other religious beliefs, 
Christian and non-Christian 


(Whatever said of Sisters could also be said of 
Brothers). 
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PART Ill 


THE CHAPLAIN 
IN THE HEALING TEAM 


CHAPTER XV 


THE CHAPLAIN IN THE HEALING TEAM 


Suggestions and opinions from: 


z= 


2. 


Dr. L. Monteiro, M. D., Principal, 
St. John’s Medical College, Bangalore. 


Dr. Daniel Isaac, M. B. B.S, M. P. H., 

General Secretary, Christian Medical Association 
of India, Nagpur. 

DroG@e vas, B. Sa et D., (N. Viemel) M. Rates 
(London) President, St. Luke’s Association (of Cath. 
Doctors) Bombay. 

Dr. Y. P. Rudrappa, M.B B.S., F.R.C.P, D.T.M &H., 
Joint Director - Medical, Bangalore-9. 

Dr. V. X. Mathew, B. Sc., M. B. B. S., M. D., 

Medical Chief, I. H. M. Hospital, Bharananganam, 
Kerala. 


Panel of Doctors: 1. C.M.C, Vellore 

2. E.S.I.H, Hyderabad 
3. Bombay 

4. Bangalore 

Kottayam. 
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The healing team is a body of professionals who are in 
close contact with every patient admitted althrough his stay 
in tne hospital, while the patient undergoes investigation, 
diagnosis, prescription, and therapy. Hence the mem- 
bers of the healing team are doctors, nurses, chaplain 
and medical social worker. 


Other members of the professional services or of the 
non-professional services do not come into contact either 
with a patient althrough his stay in the hospital or with 
every patient in the hospital, e. g; a patient with sugar 
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trouble does not ordinarily go through the X-ray depart: 
ment, one with fracture does not gothroughthe lab. Their 
work is over either with investigation or with therapy etc; 
either in the beginning or at the end; e.g. the radiologist 
comes in contact with the patient only for a while just at the 
time for X-ray; the same may be said of other adjunct depart- 
ments. But these departments definitely come in contact 
with the patients and assist to give effective treatment. 
They are therefore includedin the health care them. Hence 
the members of the health care team are doctor, nurse, 
chaplain, medical social worker, radiologist. laboratory 
technician, anaesthetist, pharmacist, physiotherapist, public/ 
community health worker etc. etc. 


All those who supply facilities for the whole hospital 
to function well for an effective healing service and those 
of the health care team form the hospital team. 


The need of the chaplain in the healing team: 


‘In the hospital, the chaplain is primarily for the care 
of the sick and secondarily for the staff ’’'. 


Dr. Kimber says that from the earliest pre-Christian 
times, the healer who treated any form of illness was both 
priest and physician’. 


Seeing the good the clergyman can do, the British 
Medical Association stressed the need of the clergy in the 
healing team. It was formally instituted in England in 1932. 


The National Health Act of 1946, the Mental Health Act 
of 1959 and the subsequent circulars issued by the Minister 
of Health, have shown clearly the desire to provide ” spiri- 
tual ministry for the sick’’. A series of circulars from the 
Ministry, starting in October 1948, on the administrative 
aspect of the chaplain’s work, were finally revised in com- 
prehensive circulars published in September 1963. Great 
Britain is the only Welfare State where chaplaincy service 
is financed from public funds’. It is important to note here 
1, Catholic Chaplain’s Manual, Chicago p. 28. 


2. The Healing Church, W. J. T. Rimber, London p. 21. 
3. King’s Fund Report, The Hospital Chaplain, 1966. 
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that all the circulars state that the chaplain is appointed for 
the care of the patients and the staff’. 


It is generally recognized that mental states, such as 
fear, anxiety and guilt, not infrequently have a moral or 
spiritual basis, so much so that in the physical field of 
neurology and biochemistry spiritual influences are seen to 
have effects’. For, as Dr Viktor Frankl says, man lives in 
three dimensions, somatic, mental and spiritual®, so much so 
that physical or spiritual ills are difficult to be separated from 
emotional ills’. In this difficult task of healing, the chaplain 
becomes a necessary team member, specially because, just 
as the patient needs medical care bodily, he needs the 
assurance that God really cares for him and that life has 
some meaning and purpose. No member of the healing 
team, except the minister, has the resources to meet these 
spiritual needs*. Stressing the need and importance of the 
chaplain, the King’s Fund Report says that in many ways his 
ministry is unique for he alone ministers to the whole com- 
munity, the sick and the healthy alike. 


Doctor and chaplain are mutually interdependent : 


We need to keepin mind the fundamental insights that 
man is a unitary being, says Aarne Siirala. This means that 
whatever happens to man happens to himasa whole person. 
As we have already seen elsewhere, his bodily ailments 
affect his spirit anda sick spirit makes body sick. This 
makes it imperative that the doctor and the chaplain work 
in close collaboration to effect a complete cure. 


Verdict of eminent doctors: 


At present many eminent professional men in the 
healing service have become fully aware of this mutual 


Hospital Chaplain. Louis Marteau, London p. 104. 

The Healing Church, op. cit. p. 22. 

Doctor and Soul, Viktor Frankl, p. 290. 

Counselling A Modern Emphasis in Religion, Leslie &. Moser, Prentice- 

Hall, p. 45. 

8. Minister’s Resources in the Sick Room, 1971. ‘Yol. 22. No. 213, Pastoral 
Psychology. 
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interdependence. Dr. Paul Tournier says that man is an 
indivisible unity and so the vocation of the doctor and that 
of the pastor can not be kept in watertight compartments’. 


Quite recently a number of doctors, not less than a hun- 
dred, were personally interviewed and many panels of 
doctors, nurses, chaplains, administrators etc. were held at 
different centres in India to get their suggestions and 
opinions towards this book. A few among them are grate- 
fully remembered in the beginning of this chapter. 


Dr. L. Monteiro (1) insists that the chaplain and the me- 
dical team must work together, He continues: there must be 
a team of trained chaplains and counsellors so as to supply 
a chaplain for every hundredbeds. This could be main- 
tained by incorporating religious sisters into this team. 
There must be a separate chaplain to form the medical 
students. A team of chaplains would mean better availa- 
bility and choice for the students and the staff. Dr. Y. P. 
Rudrappa (4) says that a chaplain in the healing team is not 
only useful but has a significant role. In the government 
as well as in private hospitals, both for the out-patients and 
the in-patients, chaplaincy is necessary. 


Practical experience of eminent doctors: 


Dr. Garlik, head of the Department of Surgery, C M C. 
Vellore, (1968) finds it necessary to take with him his chaplain 
for the morning round. Even now this is a regular feature 
there insome departments. When this idea was presented 
to Dr. C.J. Vas (3) he answered with an emphatic ‘yes’ As 
a neurology specialist, he says he is convinced about the 
need of collaboration between medical men and chaplains 
From daily experience he has gathered this insight that the 
influence of psycho-spiritual problems on his patients can 
only be counteracted by the influence of a chaplain in the 
team; and this is very true in the case of delicate operations 
and healing therefrom. 


Indeed, the doctor’s clinical knowledge is being supple- 
mented by specialised knowledge of other non-medical 


Press, p. 184. 
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members of the institution,” especially of the religious one. 
With insights of men such as Viktor Frankl,'? Paul Tournier,” 
Sidney M Jourard,'’ Robert Reever! and a number of other 
doctors and scholars shedding new light into the nature of 
illness, the chaplain of today has the opportunity to develop 
a more comprehensive view of illness The commonly 
accepted notion that illness represents a germ invasion 
from the outside is not conducive to a comprehensive 
understanding of man in relation to illness’. In this regard 
the modus operandi of Dr. V X. Mathew (5) is commendable. 
Before deciding upon a case especially a psychosomatic one 
he discusses it with his chaplain; for he fully believes that 
the whole man in the patient must be investigated, studied 
and treated to heal the whole person. Dr. Daniel Isaac (2) 
whils speaking on “The Role of a Chaplain with the Medical 
Staff’ at the National Convention of the Catholic Hospital 
Association of India, (1970) emphasised that man is multi- 
dimensional (Tillich) and so also healing. 


From the nature of sickness: 


Although the doctor and the chaplain have the same 
goal their methods and procedures differ While the former 
uses a knowledge and a method based on his study of the 
basic sciences of anatomy, bacteriology, physiology, patho- 
logy, parmacology, psychology and biochemistry'®, the latter 
uses a different method based on his study of thelogy, 
psychology and philosophy; and they arrive at the same 
goal. Paul Tournier writes clearly, any kind of illness 
raises questions of two quite distinct orders: firstly, scienti- 
fic — questions concerning the nature of the malady and its 
mechanism: diagnosis, aetiology, pathogenesis; secondly, 


10. Hospital Policy Decisions, Arthur B. Mess & Brochl. G. P. Putnans Sons, 
New York 1966. p. 1/81. 

11. Man’s Search for Meaning, Viktor Frankl, Beacon Press. P. 

12. A Doctor’s Case Book, Paul Taurnier, S. C. M. Press. 

13. The Transparent Self, Sidney M. Jourard, D. Vow Norstrand Company. 

14. What makes the Critter Tick, Robert Reever, Pastoral Psychology, 
Vol. 14. No. 134 1963. 

15. Special Edition on Pastoral Care, College of Chaplains, Washington 
D. C. Bulletin of APHA, Chicago 1970 p. 3. 

16. The Hospital Medical Staff, Charles U. Letournean Starling Publications p. 3. 
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spiritual — questions concerning the deep meaning of the 
illness and its purpose We may say, then, that every 
illness calls for two diagnoses: one scientific, nosological 
and causal, and the otner spiritual, a diagnosis of its mean- 
ing and purpose’’. 


This is true of even surgical cases. Dr. Graham Clarke 
records: 


As we looked at the emotional-spiritual side of the 
patient, we began to find a pattern that followed the rate of 
healing We found on the one extreme, the poor healers — 
people who went on to borderline healing up to those 
who actually destroyed the organ through an unexplainable 
inflammation, where the body made no defence whatsoever 
against the surgical attack — and on the other extreme, where 
we found the people who healed within ten days to two 
weeks; complete, total healing. This was a tremendous 
difference which ran in the excess to four hundred percent. 
The normal biological difference would be about 18%. This 
400% figure demanded examination". 


Status of a chaplain within the medical staff: 


The chaplain takes his place baside the doctor and the 
nurse, as a member of the healing team. As we have already 
seen elsewhere, he has his own distinct role. He is a 
minister of God. Heis more than a man skilled in the use 
of psychological knowledge and technique'’. The minister 
expacts the doctor to respsct his intelligence and skill, for 
clergymen have spent an equal number of years (and some 
even more) preparing themselves for their vocation and 
attend many seminars and workshops to keep abreast of the 
developments in their field of service”. 


What is a doctor? 


Before seeing the role of a chaplain within the medical 
staff it would be good to consider as to who and what a 
doctor is. 


17. A Doctor’s Case Book op. cit. p. 13. 

18. Health and Longevity, Graham Clarke, C. M. C., Vellore p. 5. 

19., The Ministers’ Resources In the Sick Room op. cit. p. SI. 

20. Ministering to the Physically Sick, Carl. J. Scherzer Prentice-Hall p. 64. 
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A doctor is a practitioner of medicine or surgery espé- 
cially one who has received the degree of M.D. from a 
medical school’. 


By his vocation a doctor is to continue the healing 
ministry of Christ He is to profess his vocation and act in 
God’s opportunity referred to by Jesus Himself (Tournier)2, 
‘It is not the healthy who need the doctor, but the sick Aa 
Jesus is his ideal - Christ addressed himself as Doctor and 
Physician. He is God's fellow-worker, he helps to retard 
death, to prolong the ‘respite of debt during which a man 
may find Jesus Christ, and receive through faith the promise 
of forgiveness, of victory over death and of resurrection2’. 


Duties of a doctor: 


The practice of medicine is a relationship between a 
physician and a patient, In its inception it is created by a 
contract which is either expressed or implied.”‘ By this 
relationship the total care of the patient becomes the main 
concern of a doctor. 


His responsibilities: 


l. Searches for the underlining causes of all symptoms 
and cures. 


2. Detection of latent diseases and suggests steps to 
be taken. 


3. Understanding and evaluating the environmental 
stresses and the patient’s probable reactions to them.23 


4. The physician must respect the personality of the 
patient and inform him of the procedures contemplated. 
It is well established in law that the person who is to 
undergo the hazardous procedure must understand fully the 
risks he is taking, otherwise his consent is not valid. 


2}. Medical Dictionary, Doland’s Illustrated W. B. Saunders Co. London. 
24th Ed. p. 443 

22. A Doctor’s Case Book op. cit. p. 175. 

23. \Ibidem p. 166. 

24. The Hospital Medical Staff op. cit. p. 2. 

25. Principles of Internal Medicine, Harrison, Adams, Beeson, Resnik, 
Thorn, Wintrobe, McGraw-Hill Co. p. 3 

26. The Hospital Medical Staff op. cit. p. 10. 


This is true of even minor operations. Russell Dicks has 
wisely said that from the patient’s point of view there is no 
‘minor’ operation. When the physician says that surgery 
is necessary, most patients will accept the doctor’s advice 
and accede to it. However, in most cases there is some 
apprehension about it When there is much tension the 
patient may ask the physician for time ‘’to think about it’’’’. 


5 The doctor must obey the law, morals, ethics, hos- 
pital policies, standards of medical practice and rules and 
regulations of the hospital. 


6. The physician must also respect the practices of the 
hospital. This is particularly true of hospitals maintained 
by religious organizations. The physician must conform 
regardless of his own personal beliefs The patient also 
must conform. The ethics of the medical profession must 
be respected * 


7. The medical staff is generally responsible for the 
quality of professional care given to the patients in the 
hospital It has an obligation to recommend policies go- 
verning the medical services rendered in the hospital.2» 


In the practice of medicine, services which are rendered 
to a patient may be separated into four distinct categories.” 


The first of these is the determination of the facts. This 
is investigation. 


The second is the diagnosis of the disease which con- 
sists of “judging the nature, character and symptoms of 
the disease’. 


The third is prescription which consists of ‘determining 
the proper remedy for the disease” and “giving or pres- 
cribing the application of the remedy to the disease ’. 


The fourth service is therapy where the doctor’s pres- 
cription for the treatment of the disease is actually carried 
out. 

27. Ministering to the Physically Sick op cit. p. 73. 
28 Hospital Medical Staff op. cit. p. 26. 

29. \Ibidem p. 42. 

30. \Ibidem P. 5. 
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Of the four services, only diagnosis and prescription 
involve the exercise of professional judgement although 


they may be closely associated with both investigation and 
therapy”. 


This professional judgment cannot by reason of his 
contract with the patient. be transferred to another without 
the consent of the patient. Hence, it is the duty of the 
doctor to make diagnosis and prescription. This he may do 
in consultation with others as seen above. 


Patient —- doctor relationship: 


The doctor must go beyond the technical aspects and 
get into the heart of the patient to get to the root of the 
sickness; and then to heal, the chief drug which any 
doctor administers will be himself, says Dr. Balint?2. In 
such a healthy human relationship only, medicine wil] be 
effective. What is the aim of medicine?, asks Dr. Kressmann; 
he goes on: In order that our activity should be fully 
effective, it is necessary that it be liberating; it must free 
the life of the individual from all the chains that hamper it. 
That means freeing men, as far as in us lies, from suffering; 
but it also means freeing them from their loneliness, from 
their anxieties, their remorse, their rebelliousness and 
from all the enslavements that compromise their physical, 
psychological and spiritual health It naturally demands 
that the physician be a friend. As Professor Ckinzyc has 
said, every sick person is a man seeking a man. He needs 
the doctor and his technical aid; but he needs to find in him 
also a man and a friend, to enter into fellowship with him*. 
For in such closeness, warmth and confidence the patient 
feels at home and the healing process begins from within. 
’ He cures most successfully in whom the people have the 
greatest confidence”’, says Dr. Galan”. 


In his personal relationship with the patients a doctor 
must be most understanding and communicative. It is 


31. Ibidem P. 6. 
32. The Doctor, the Patriot and the Illness, Michael Balint. 
33. A Doctor’s Case Book op. cit. p. 135. 

34. Ibidem p. 175. 


35. Text Book of Medicine, Cecil —Loeb I2th Ed. W. B. Saunders Co 
London p. |. 
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generally recognized that two out of the three patients seen 
in general practice or admitted to a general medical out- 
patient clinic require psychological understanding more than 
any other treatment, even though they present themselves 
complaining of physical symptoms®. Familiarity with disease 
patterns and an understanding of their mechanisms are of 
course essential to the sound practice of medicine but they 
can be sadly inadequate in the absence of effective com- 
munication between the patient and the doctor”. There- 
fore the doctor who must force himself to listen to patients 
or finds himself indifferent to suffering, should seek transfer 
to a branch of medicine that does not involve personal 
relationship with the sick**. The notable aspects of com- 
munication may be: 


A sympathetic and discovering history. 
Communication on emotional level. 
Communication on cultural level. 
Communication on intellectual level. 
Mutual integrity in communication. 

A sense of humour. 


. The wise and scientific integration of all the varieties 
of data into the biologic portrait of a single human being®”. 


NOOR ON & 


For a right approach inthe care of the suffering the 
doctor needs technical skill, scientific knowledge and 
human understanding. He who uses these with courage, 
humility and wisdom will provide a unique service for his 
fellowmen and will build an enduring edifice of character 
within himself. The physician must ask of his destiny no 
more than this; he must be content with no less*®. Strong 
faith and sincere dependence on God are essential factors 
in the service of the sick to heal them the way God wants 
them to be healed. 


A doctor’s relationship with the other members of the 
team has to be cordial and encouraging. 


36. Principles of Internal Medicine op. cit. p. 9. 
37. Text Book of Medicine op. cit. p. |. 

38. Ibidem p. |. 

39. Ibidem pp. | - 3. 

40. Principles of Internal Medicine op. cit. p. 3. 


The role of the chaplain within the medical staff: 


-l. Asa member of the healing team, the chaplain is 
the healer of the healers. 


2. He must be a friend, philosopher and guide to 
the healing team. 


3. He must show them their vocational fulfilment. As 
the King’s Fund Report explains, ‘he is the one who points 
the way from the material to the spiritual, from the temporal 
to the eternal ”’. 


4. The chaplain must guide them in their difficulties. 
For, nurses and doctors etc. as people, cannot remain un- 
affected by the demands of others especially if they are 
suffering*. In front of the patient, the staff must remain 
cool, calm and efficient at alltimes. Hesitancy and anxiety 
of staff can have repercussions upon the patients’ recovery. 
However those who care for the sick remain human 
beings”. 


5. The chaplain must strengthen them when they 
waver to take a decision, especially when anxiety associated 
with the complicated diagnosis, together with the serious 
nature of decisions, present themselves into the life of the 
team members. Dr. Stanley John, the famous cardiologist, 
speaks of his own anxieties before an operation. He says 
’“T need my chaplain to strengthen me. I am called 
upon by God; to do my work,I need prayer, help and 
support*”’ 

6. When they meet with failure consoles them. 

7 The chaplain is the special consultant especially on 
moral issues. 

8. He must be available to the staff when they need 
him. 

9. He must show the patients God’s love and mercy 
through the staff. The Rev. Oommen A. C, Dean of 


41. Human Behaviour in Illness, Lyme Gillis 1962. 
42. Hospital Chaplain 1972, Lovies Marteau p. 108. 
43. Panel of Doctors, CMC., Vellore, 1968. 
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Chaplains, and Dr. Frank Garlick say, that his main work 
must be among the medical personnel to make them 
share the work of the chaplain in giving Christ to the 
patients.” 


10. He exercises spiritual ministry (sacraments, 
prayer etc.) 


1l. He must be a go between and a mediator to 
establish peace and concord when others fail. 


12. He may give them conferences, study classes 
retreats etc. 


44. Ibidem 1968, 
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CHAPTER XVI 


THE SOCIAL WORKER AND THE CHAPLAIN 


The social worker and the chaplain are inter- 
dependent. Although methods and procedures 
differ, their services may achieve mutually desir- 
able goals through helping individuals to: improve 
their self-concept, accept themselves, improve 
interpersonal relationships and experience satis- 
faction and self-fulfilment'. 


The Church in India Today recommends that a 
fully trained social worker should be attached to our 
hospitals so that through medical work we can reach the 
family problems of the patients (R. BY)’. 


In and outside the hospital, social service is preaching 
the Church’s message by deeds (S. HY) and to preach it 
effectively there must be mutual co-operation between the 
chaplain and the social worker. 


To meet the needs of those who are residing within the 
institution of hospital, there are many professions working 
side by side. These include: medicine, law, nursing, 
ministry, social work, psychology etc. Each offers a unique 
expertise which is based upon its own body of knowledge, 
and each is dependent upon the other for an optimum 


1. Social worker and the Chaplain, E. W. Edward Cole, Pastoral Psychology 
p. 31. Vol. 23 No. debe £972. 

2. Church in India Today p. 515 Bangalore 1969. 

Ibidem p. 52I. 

4. Social worker and the. Chaplain op. cit. p 31, 


w 
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delivery of service. In the hospital therefore, ‘‘“own your 
role and play together,” is a must’. 


Who is a social worker ? 


Usually employed in hospitals. clinics and public 
health and community care services of local authorities, 
the social worker is concerned with the personal problems 
connected with illness, that trouble the individual patient 
and may hamper recovery: problems of work, income, 
unsuitable housing, anxieties, difficulties in family relation- 
ships, separation, personality adjustment etc. handled 
through the methods of case work. The social work is 
represenied by a social worker of M.S W-. 


The chaplaincy is represented by a priest, theologically 
and psychologically trained. He helps the individuals to 
attain spiritual communion with ‘sod through spiritual 
reconciliation often aided by psychological reconciliation. 
Spiritual needs and problems are handled on individual or 
group basis through methods of worship, sacraments, 
prayers, counselling, education, austerity, conferences etc. 


The social worker and the chaplain both have methods 
quite different but their goal is the same. For interdepen- 
dence the principle of difference and similarity must be 
realized and here we have a typical example of interde- 
pendence verified through the above principles. 


Besides the goal, the social worker and the chaplain 
have one and the same motivating force viz. belief in the 
fatherhood of God and other religious principles. 


They base their practice upon rather distinct bodies of 
knowledge. The social worker has derived his knowledge 
from medico-psycho-social sciences, whereby he is enabled 
to understand men’s biological, psychological and social 
being; and has corresponding therapeuting techniques 
which restore and reinforce coping mechanisms. Thus 
science gives understanding, methods and procedures for 
meeting the needs and attaining the goals. But the 


5. Pastoral Care inthe Modern Hospital p. 73 Heije Faber, S.E.M. Press, 1969, 
6. Social worker and, the} Chaplain p. 13. op. cit. 
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chaplain’s knowledge is derived from theology, philosophy, 
psychology, scripture and spiritual experiences. They 
together give him the insight needed to understand man, 
God and His ways, to lead and guide a life to maturity 
and be worthy of fulfilment. 


From their separate areas of knowledge emerge shared 
principles of practice. These include: acceptance, com- 
munication, individualization, participation, ripe  inter- 
subjectivity, confidentiality, subsidiarity and “team” partici- 
pation These help them to meet their responsibilities 
religious and social together, either on individual basis as 
in the case of patients or on group basis (staff). 


The social worker and the chaplain may work either 
individually or collaboratively, according to the needs of 
the person to be helped and the organization of the pro- 
fessional staff of the institution. While there are many 
‘ gray areas “ psycho-social problems involving the resolu- 
tion of the interwoven emotional and environmental con- 
flicts are within the province of a social worker; and 
spiritual problems involving the integration of life respon- 
sibilities with ultimate faith are within the expertise of a 
chaplain. Since elements of all these may be contained 
within any situation, the decision of whether the social 
worker, the chaplain, or both, render the service may be 
based on their attitude, knowledge and skill. Regardless 
of who delivers the service, the motivations from religion 
and the insights from science are necessary ingredients for 
goal realization’. 


The social worker and the chaplain often have the same 
areas of work on one and the same individual (subjects) or 
group(s). The methods and procedures they use are quite 
valid but reliability without mutual dependence is to be 
questioned especially in resolving a conflict in intrapersonal 
or interpersonal situations. Here we will consider the 
four services of a social worker and a chaplain as outline by 


W. Edward Cole A.C S. W.° 


The similarities, differences, and inter-dependence of 
methods and procedures are illustrated. 


7. \bidem p. 33. 
8. Social worker and the Chaplain op. cit. 
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|. Helping the individual improve the way he feels about 
himself: 


Through social work, the individual may achieve an 
enhanced age-functioning by the integration of life experi- 
ences with personality and the creative utilisation of poten- 
tials. Through religion, this may be achieved by the 
individual developing a belief in God and seeing himself as 
a child of God, one given love and redemption. 


2. Helping the individual accept himself as part of a social 
order: 


Through social work, the individual may achieve 4 
recognition of the need for standards and prohibitions in 
the society of which he is a part and incorporate these into 
his personality structure. Through religion, the individual 
may develop an acceptance of authority which is properly 
founded in a belief in the fatherhood of God and the 
brotherhood of man. 


3. Helping the individual improve interpersonal 
relationships: 


In social work this is realised through participation in a 
therapeutic relationship which involves a problem solving 
process. In religion, this is realized through the establish- 
ing of values and principles of life and applying them to 
everyday living. 


4. Helping the individual experience satisfaction and self 
fulfilment. 


In social work, individuals are helped to establish goals 
which are realistic and satisfying, both now and in the 
future. In religion, individuals gain a feeling of hope 
through meaningful attitudes toward life and death. 


The same must be said about the chaplain and the 
psychiatric social worker, with the exception that the latter 
works in a mental health centre. Of course there are other 
pry differences specially in outlook, methods, attitudes 
etc. 


In the hospital setting it is highly necessary that 
chaplains, doctors, social workers, and nurses co-operate in a 
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special way. For, they, much more than any other member 
of the tesm, facilitate healing. And the chaplain and the 
social worker work on the common belief that they share 
principles of practice, which enhance and correlate with 
one another. 


A concrete example of interdependence: 


A CASE OF MISS 3B.* 


By Rev. Sr. Victoria Karimattam S C.M M., M.S. W., 
I H. M, Hospical, Bharananganam, Kerala. 


Family constellation: 


Miss B hails from a rather poor family. Her father is a 
daily wage earner and when she was two years of age her 
mcther died Theclient has two sisters and two brothers 
and the elder sister looks after the household 


Medical information: 


The clientis a T B. patient and was admitted to the 
sanatorium for treatment. Aftersix months of hospitalization 
and treatment the client has become a negativecase. At 
present she is discharged from the hospital, but having 
regular check up as per doctor’s instruction. 


Problem: 


It was reported that the client was not able to accept her 
sickness and was quite reluctant to stay in the hospital. 


* This is a case handled by the author while completing final M. S. W 
The medical social worker, as a member of the healing team, contributes. 
much towards the healing of the ‘whole person’. The worker may 
do it collaboratively with the doctor and the chaplain as seen in the 
case Of Miss 8. 
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Besides this she had many other problems which were 
studied during the period of case study. These problems 
arose due to the prejudices and wrong notions she 
entertained against the illness and the social stigma 
attached to T.B., causing a great deal of anxiety to her. 
She often said that it is better to die rather than to live as 
a T.B. patient and was terribly disappointed and did not 
like to have any visitors; not even the members of her own 
family were welcome. 


Description of the patient: 


Miss B. is a good looking girl, dressed up quite neatly 
and reserved in her behaviour. In the ward she did not 
like to mingle with other patients except with one or two 
girls) and was always seen sitting outside. Often she 
looked very sad and gloomy. She is an intelligent girl and 
is able to relate facts. In the beginning she used to sup- 
press her feelings and was not free to talk. However, in 
the course of time she was able to relate to the worker 
everything plainly. The girlis very sensitive and at the 
same time dignified. 


Social situation: 


The client is a trained machine-embroidery worker and 
had been working for four years. At first when she was diag- 
nosed asaT B. patient she was unable to accept it since no 
one in her family had this sickness. So she went to various 
doctors for medical examination with the hope that the 
original diagnosis would be refuted. But instead, it was 
only confirmed by the doctors, and she was willing to get 
admitted in any other hospital except in the city hospital 
due to the fact that people would come to know about her 
sickness and ostracize her. So she wanted to go and get 
admitted in another hospital outside the city Finally she 
was admitted in the T. B. Sanatorium, but in the beginning 
she did not like to see even her family members. She felt 
that because of the sickness all would reject her and that 
the society would look down on her. This made her all the 
more depressed and disappointed. 
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D agnosis: 

. When the worker met Miss B. she had recovered from 
her illness but was not yet ready to be discharged from the 
hospital. She was told to stay two more months in the 
hospital, and had no constructive activity to keep herself 
“occupied with. This made the situation worse Through 
repeated interviews with the client, the worker studied her 
problems. With doctor’s permission, the client was referred 
‘tothe Rehabilitation Centre, where she spent some of her 
spare time. Slowly she developed a dislike for those classes 
and began to complain of pains and aches since she did 
not like to work and especially because of her prejudice 
against the sewing machine, which sheconsidered the cause 
of herillness. She believed that since she had been doing 
sewing for the past few years she developed the sickness. 
She said she was determined not to touch the machine 
henceforth 


: Very often she seemed depressed and expressed her 
‘desire to die than tolive asaT.B. patient. She found it 
difficult to appear before the family members as well as 
‘neighbours since she considered T.B as one of the most 
‘dreadful and incurable diseases snd punishments of God. 
‘In order to escape from the Rehabilitation Centre, she tried 
‘her best by giving many types of complaints. But after 
“examination the doctor assured her that she could do any 
kind of work. However she was not able to accept this, 
‘but wanted to stay in the sanatorium only. Even later when 
she was discharged, she was reluctant to go home. 
Treatment: 

It was found necessary that the client should under- 
“stand the causes of the illness if she should solve her many 
“problems connected with it. 

First an attempt was made to explain the causes, symp- 
‘toms and treatment of the disease and assure and reiterate 
“that T.B.can be cured. ut it was very difficult to change 
her attitude since it was deep rooted. When the worker- 
client relationship was established, the client slowly began 
to change her views about her sickness. 

a Secondly, Miss B linked her illness with machining. 
a order to remove this prejudice from her mind, the worker 
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thought of admitting her to the Rehabilitation Centre for 
training in tailoring even though she was already trained in 
embroidery works At the same time she could follow up 
the treatment at the Centre without much difficulty. The 
worker explained the matter to her, but she could not 
acc-pt this suggestion. She felt that if she took up the 
same work there was a chance of recurrence of T. &. The 
worker told her that in the hospital itself she could try whe- 
ther machining would develop T. B. again. With all the 
support, encouragement and advice from the worker, the 
client took up tailoring. 


Thirdly, the client had attached the source of her whole 
problem to sin and retribution. She thought it was a 
punishment from God. Consequently she was sad, de- 
pressed, as one abandoned by God and fellowmen. The 
worker herself being a religious could help her much in 
this matter. Side by side she was being helped by others 
responsible for spiritual care to give her spiritual conso- 
lation and convictions necessary for self-acceptance and 
self-confidence. Being a Catholic this was easy by having 
recourse to the Sacraments. 


After two months, she was discharged from the hospital 
but she felt she would not be accepted by others and 
hence there was the need for giving her the correct notion of 
her sickness b>fore she was sent home. She found it difficult 
to mingle with her old friends from her neighbourhood 
freely because of the idea of social stigma of the disease 
and this also had to be corrected Arrangements were made 
for her to report at the Centre regularly and she was pro- 
vided with a noon meal from the hospital. The client is 
made to understand the value of following up the treatment 
and she is doing it. 


The client has changed her attitude completely within 
two months and at present she is doing some embroidery 
work in the after-noons at the Centre itself and earning 
some money. She will complete her training within a 
couple of months. 
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CHAPTER XVII 


THE CHAPLAIN AND THE NURSING STAFF 


Suggestions from: 


1. Sr Carmel R.N,R.M,B Se. (nursing), T.C,, 
Asst. Superintendent and Tutor 
Holy Cross Sisters, Child Jesus Hospital, Trichy-1 


2. Sr Michael Thakidiyel SCMM, R.N,R.M, 
B. Sc. (nursing), Superintendent and Tutor, 
IH M Hospital, Bharananganam, Kerala. 


3. Sr. Fabiola M.S J.,R N.,R M.,B Sc. (nursing), 
Superintendent of Nursing, St Joseph’s Hospital, 
Kothamangalam Kerala. 


4. Panels: at Palai, at CMC. Vellore, etc. 


Considering the unique role of the nurse in a hospital’ 
we devote the major part of this chapter to study her; and 
then see the chaplain’s role with the nursing staff. 


What is nursing: 


The definition given by Virginia Anderson is the most 
widely quoted one’. Shedefines: The function of nursing 
is to assist the individual sick or well, in the performance of 
those activities contributing to health or its recovery (or to 
peaceful death) that he would perform unaided if he had 
the necessary strength, will or knowledge and to do this 


1. Irene L. Beland, Clinical Nursing — Pathological and Psychological Ap- 
proches. The Macmillian Co. Collier — Macmillian Ltd.,; London Ii Ed. 
1970, p. 2. 
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in such a way as to help him gain independence as rapidly 
as possible. This aspect of her work, this part of her func- 
tion, she initiates and controls, of this she is the master. In 
addition she helps the patient to carry out the therapeutic 
plan as initiated by the physician. She, also as a member 
of a medical team, helps other members as they in turn 
help her to plan and carry out the total programme whether 
it be for the improvement of health or the recovery from 
illness or support in death’. 


Florence Nightingale wrote that nursing signifies little 
more than the administration of medicines and the appili- 
cation of paultices’. 


Today nursing has evolved into a profession It has 
become a complex process involving newer techniques and 
many laws and principles. Emphasis is on the preventive 
and educational aspect The nurse today is not merely an 
attendant in the sick room, she is a teacher of health. 
Nursing as an art could not be carried out to its highest per- 
fection until the corresponding science has been worked out. 
The science of nursing has developed into a body of know- 
ledge based on a large number of carefully collected facts 
which have been arranged and classified in such a way as 
to establish certain laws and principles. Nursing as an 
applied science has borrowed facts from other sciences. 
Nursing as a science requires a sound knowledge, broad 
type of education and deep understanding of human nature 
The broader the scientific background the safer and more 
intelligent should be the care, the nurse renders. 


Professional nursing is a blend of intellectual attain- 
ments, attitudes and mental skills based upon the principles 
of scientific medicine, acquired by means of a prescribed 
course in a school of nursing, affiliated to a hospital, recog- 
nised for such purpose by the State. Nursing has a legal 
aspect. Legally nursing duties consist of caring for the 
bodily and mental comforts of the patient by remedial and 
non-remedial measures under the supervision of a licensed 
physician. 

2. Virginia Anderson, The Nature of Nursing, Amer. J. Nurs. 64: 63. 


3. Florence Nightingale, Notes on Nursing, New Edition, Harrison and 
Sons, London. 
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Nursing — a vocation: 


| Nursing becomes meaningful and real only when it is 
_ accepted as a vocation. By vocation a nurse is called upon 
by God to continue the healing ministry of Christ. The 
purpose of nursing, therefore, has been to help the indivi- 
duals to attain or maintain health physically, psychological- 
ly and spiritually; and the nurse is concerned with relieving 
suffering Nursing seryice thus becomes a perscnal rela- 
tionship between the nurse and the patient: a sympathetic 
heart and willing hands make it an art. Nursing as a voca- 
_tion requires faith, intuition, skill and training with attitudes 
that will enrichit. She must price the value of devotion, 
attention, personal contact and the sense of responsibility; 
patients are very much appreciative of these‘ Besides, to 
become a good nurse she must possess considerable intel- 
_ligence, a good education, healthy physique, good manners, 
an even temper, a sympathetic temperament, and deft 
clever hands. To these she must add habits of observation, 
punctuality, obedience cleanliness, a sense of proportion, 
a capacity for and a habit of accurate statement,> and 
commonsense 


Functions and duties of nurse: 


1. The nurse provides for the emotional and physical 
comfort and safety of patients,’ she is to play the expressive 
role or mother substitute role; it includes all those activities 
directed towards creating an environment in which the 
patient feels comforted, accepted, protected, cared for and 
supported’; she also cares for the spiritual well-being of the 
patients. 


2 She plays the therapeutic or instrumental role 

which includes all those activities directed towards the 

prevention and treatment of diseases’: 

4. Dr. Paul Tournier, Meaning of Gifts, p. 107 ff. 

5. W. T. Gordon Pugh, Practical Nursing, Willlam Blackwood & Sons Ltd. 
London p. 8. 


6. Lester D. Crow & Alice Crow, Human Relations In Practical Nursing, 
Macmillian Co., New York, 1964, p. 4. 


7. Irene L. Beland, op. cit, p. 5: 
8. \Ibidem. 
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a) by observing, recording, reporting of symptoms, 
reactions, changes etc. to the doctor. 


b) by performing selected nursing procedures. 
c) Assisting in the rehabilitation of the patient- 


3. Contributing to the attainment of goals of the 
agency through cooperative relationship. 


4. Assuming responsibility for personal and vocatio- 
nal growth and development through active membership’, 
by a life of purity, truthfulness, loyalty and faith, acquiring 
adequate knowledge of nursing profession, upholding the 
standards of her profession and avoiding unethical prac- 
tices’. 


Nursing has got its own dependent and independent 
functions. The physicians, the patients, the relatives of 
patients and the community have their own expectation from 
tha nurse. Basidas satisfying thase expectations, the nurse 
has got her own indepsndent function, namely to observe 
the overt and covert signs of the patient and to make the 
nursing diagnosis. After making the diagnosis she plans 
the nursing care in terms of the immediate and long term 
needs of the patient. As the leader of the nursing team, 
the professional nurse obtains the help of other ancilliary 
nursing personnel for imp!ementing the plan. She evaluates 
the functions of the nursing team regularly, replans if neces- 
sary until the goal of perfect health for the individual or 
the community is reached. 


Nursing is ever changing because the society which it 
serves is dynamic. Nursing techniques vary from simple 
procedures to extremely complex processes, demanding 
expert skill and sound judgement. This wide range of 
functions has led to specialization in nursing. The need for 
adequate nursing care is met by more thanone type of nur- 
sing personnel Nursing care may be performed by a regis- 
tered nurse, a practical nurse, an auxilary nurse-midwife, 
a nurse aide, an attendant or a nurse technician. But 
the professional nurse is the hub of the wheel around which 
9. Lester D. Crow & Alice Crow, op. cit. p. 6 


10. John P. Kenny, Principles of Medical Ethics, The New Man Press, 
USA p. 54. 
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the ancillary personnel revolve. In order to meet the wide 
range of functions, the nurse must have the understanding 
of the principles underlying the nursing procedures and 
develop skills and attitudes for nursing. 


Thus the nurse has to play roles towards patients 
doctors, colleagues, the chaplain, the institution and herself. 
The nurse and the chaplain and their roles together, will 
be elaborately dealt with in the following pages 


Nurse’s rights 
1. Adequate salary. 
2. Respect to her position. 


3. To know the ailment, findings, background of the 
patient etc. 


4. Comfortable and pleasing surroundings’:. 


The chaplain and the nurse 


Text books on nursing insist that the chaplain and the 
nurse must work together, for they are indispensable mem- 
bers of the therapeutic team. Evelyn Pearce says that the 
minister of religion is the competent authority in the case 
of spiritual administration and has the right to attend to his 
patients, he is a member of the hospital staff appointed by 
the Board of Governors or the Management Comittee to 
perform his special function in the therapeutic team. She 
continues: It is fundamental that a nurse has the right 
attitude to ministers of religion to whom she should be 
kind and courteous as she would be to any member of the 
medical! staff’. 


I. The chaplain and the nurse in relation to the health 
of the patient: 

To determine the nature and extent of help the nurse 
needs in patient-care, it is necessary to know the demands 
of the patients and the factors in patient-nurse relation- 
ship. 


11. Ibidem pp. 54 — 63. 
12. Evelyn Pearce, A General Text Book of Nursing, Faber and Faber Ltd., 
London, |7th Edition 1967 p. 736. 
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A. What patients expect from nursing": 


1. To be treated as an individual, that is, he wants the 
care accorded to him to be personalized rather than deper- 
sonalized. 


2. An explanation for this care. 
3. To be considered as a partner in it. 


4. His behaviour as sick person to be accepted as part 
of the illness. 


5. Tobe treated with thoughtfulness, kindness and 
firmness. 


6 Tobe respected by being addressed by his sirname 
and greeted, by responding to his immediate needs, by 
handling his body becomingly. 


7. His rights to be respected, especially his rights to 
privacy, truth, pain and dying. 


8. To have scientific and skillful care. 


B. Factors in patient—nurse relationship: 


1) Personal contact’: it is well known that patients 
feel better when they are in the presence of the nurse. 
The patient sees the nurse as bringing relief from pain or 
helping to allay his fears. 


2. In personal contact, the nurse-patient communi- 
cation is the essential element of nursing care, says Jean E. 
Johnson’. Concern for the afflicted is to be communicated 
through words and deeds,!’ both by doing and by her 
manner of doing. 


3. The most significant factor is the nurse’s ability to 
understand why the patient behaves as he does'®. 


13. Irene L. Beland op. cit. p. 6. 

14. Genevieve Burton, Nurse and Patient, Tavistock Publications 1958 p. 165. 
15. Kathleen K. Guinee, The Professional Nurse, Macmillian Co. 1970 p. 82. 
16. Jean E, Johnson, The Essence of Nursing, Nurse’s Forum, 6: 325. 1967. 


17. Florence C. Kempf & Ruth Hill Useem, Psychology: Dynamics of 
Behavior in Nursing, W. B. Saunders Company, USA, p. 177 


18. C. K. Hofling, M. M. Leininger & E A Brogg, Basic Psyschiatric Concepts 
in Nursing, Pitman Medical Publications Co. USA. p. 7. 
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4. The nurse must develop empathy that produces 
insight into the feelings and needs of the patient’. 


5. Confidence and trust: trust is an essential element 
of interpersonal relationship. Without the ability to trust 
man is isolated, lonely and anxious”. 


C. The nurse needs the chaplain’s help for doing 
her duty towards the patient: 


1. Spiritual help: The confidence given, the demands 
made and the obligations assumed, make her seek God's 
help. Her smallness encounters God’s greatness in a 
clinical situation, and thus made strong, she meets the 
demands. Here the chaplain helps her to meet the Lord in 
the sacraments and a spiritual counselling situation is highly 
valuable. Usually nurses are very grateful tothe chaplain 
for any little help given to them. 


2. The text book for nurses in India contains an im- 
portant passage: The nurse needs spiritual resources. 
Patients are weak, bewildered and afraid of what lies before 
them. To them the nurse does an eternal service when she 
is able to engenderin them courage and a faith that God 
can and will‘help them.........Unless the nurse has within 
herself a deep spiritual experience she will be unable to 
cope with the overwhelming problems of suffering and 
_ SOrrOW which will confront her nearly every day”. 


D. Thechaplaincan be very helpful to the nurse in 
patient-care service. We know patient-needs determine 
care. Now to know, identify and give priority to needs 
physical, psychological, sociological and spiritual, the 
chaplain can be of some help. 


According to Gerald Gordon” four basic phenomena of 
the nervous system make it possible for man to adopt, sur- 
vive and satisfy his needs They are pain, hunger, fear and 


19. Florence C Kempf & Ruth Hill Useem, op. cit. p. 178 

20 Ed. Burdand Marshell, Some Clinical Approaches to Psychiatric Nursing, 
Macmi lian Co. 1953 P 73 

21. Ed Miss Sigrid C Johnson, A Text Book for Nurses in India, The 
CLS. for India 1942 p_ 10. 

22. Gerard Gordoe, To Live or not to Live with Your Job, Nurse’s Forum, 
1: 38, 1962, 
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rage, Often in his interviews the chaplain might identify 
these needs for what they are and help the patient to be 
resolved. Besides, in matters of religion or conflicts arising 
from religious beliefs, the chaplain could help the patient 
to be adjusted and nursing-care will become easy and 
effective. 


2. The chaplain needs the nurse’s help to do his work 


E. To administer the sacraments: 


l. To call the chaplain when patients need the sacra- 
ments. For calling the chaplain the patient will be deeply 
grateful to her*. 


2. To prepare the patients for the sacraments 


3. Ifunable to secure the service of a clergyman for 
the patient in need of spiritual help, she should do the best 
she can to meet that need”. (cfr. Part II of this book ). 


To do efficient counselling. 


Before visiting the patients it is becoming that the 
Chaplain meets the nurse-in-charge and gets a report about 
the patient. The nurse is always with the patient and so 
she will be able to help the chaplain with sufficient data. 


II. The chaplain in relation to the spiritual weil-being 
of the nurses. 


1. To administer the sacraments when asked for. 


2 To show their vocational fulfilment. Vatican II 
stresses so much on lay apostolate. The Christian nurse is 
a key figure in the lay apostalate (Our Protestant brethren 
see nursing service only in this aspect ). More than anyone 
else she can express her faith in her actions and as these 


can be widely observed, her faith will be judged by such 
acts. 


Working among the sick who are particularly impres- 
sionable and among their relations who are anxious and 


23, Alice L. Price, The Art of Science and Spirit of Nursing, W. B, 
Saunders Company, 3rd Edition 1965, p. 286, 
24. Ibidem p. 285. 
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pin their hopes on her, the nurse has a unique advantage 
and a unique responsibility” 


3. To be available to the nurses when needed. 


4. Tohelp them in their stress: stress due to the 
particular nature of their work and responsibility; stress due 
from the side of patients, e.g. when her patient dies she 
feels it stress due to personal problems. 


5 To strengthen their faith and spiritual life through 
personal counselling, religious instructon, etc. so as to make 
them responsible Christian nurses wherever they are. 


6. To keep pastoral vigilence 
7. To maintain Christian atmosphere. 


8. To promote Christian virtues of love, openness, 
family spirit, simplicity, understanding etc 


9. To show the nobility and dignity of their work: 


Thus the chaplain becomes the healer of the healers or 
rather he becomes the enabler of the enablers. 


1964 p. 13. 
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CHAPTER XVIII 


THE CHAPLAIN AND THE ADMINISTRATOR 


‘The responsibility for total patient treatment appears 
to be shifting toward greater involvement of other 


444 


professionals, including the administrator “'. 


Suggestions from: 


1. Sr. Anne Bellosillo, SCMM , B.S.Bus Adm, C H.A. 
(Postgraduate), Administrator, IHM. Hospital, Bhara- 
nanganam, Kerala. 


2. Dr Benjamine Isaac, M S., F A C.S, M.S. (Thor) 
Medical Superintendent, C.S.I. Hospital, Bangalore. 


3. Sr. Carol Huss SCMM,RN.,RM, M.H.A., Admini- 
strator, Holy Family Hospital, Okhala, New Delhi 


4. Mr. K. S. Panikar, M A., Administrator, All India 
Institute of Mental Health, Bangalore. 


5. Sr. Isabella Mary, F I.C., C H A, Administrator, 
Mission Hospital, Channapetta, Quilon. 


6. Dr.O.B Silgardo, M.B B.S, R.M.O.,St Martha’s, 
‘mis te)? Bangalore 

7. Panel atC M C. Hospital, Vellore, 1968. 

8. Pastoral Care Association of India. Convention at 
‘Ben E44, Mangalore 1971 & Hyderabad 1972 


In the hospital, the patient is the most important person; 
in the care of the sick, the healing team comes first. But 
it is the administrator who brings them - the patient and the 
healing team - together. Thus, the administrator plays a 


1. Hospital Policy Decisions, Arthur B. Mess & BrochIl Ca.,  G. P. Putnans 
Sons, New York, 1966 p. I8I. 
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very responsible role in the hospital. In him rests the 
power to direct and coordinate all activities of the hospital 
for carrying out its oljectives as to the care of the sick, 
furtherance of scientific knowledge and promction of com- 
munity health. This is true of the whole hospital and every 
department in it. To start and function the chaplaincy 
department, therefore, the administrator must first move. 


To get to know the views and attitudes of the adminis: 
trators in India, many were personally interviewed or were 
invited to panels and some others were contacted through 
Correspondence. A few among them are gratefully remem- 
bered in the beginning of this chapter. 


What administrators speak of hospital chaplaincy in India. 


The present situation: 


The following charts will probably show clearly the 
existing role of a chaplain in the total hospital organization. 


CHART A 


Governing Board 


Administrator 
; 
7 Chaplain 
v . (Part — Time) 
v v 
Depts. Depts. Depts. 
Advantages : Disadvantages: 


1. Knowledge that a chaplain 
is available when needed 

2. Availability to routine mi- 
nistry like daily Mass, 
Confession, Communion, 
etc. 


. Work not well done. 
Conflicting interests. 

. No contiruity of work. 

_ Non - availability due to 
other involvements. 

. No real function in hospi- 
tal, except in name. 

. Lack of interest. 


oO) 01 BODE 
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CHART B. 


Bishop of the Diocese 
| 


Father Director-cum— 


Chaplain 
a. 
a an. (ee SS 
v ~~ 
Dept. Sr. Administrator Dept. 
Advantages Disadvantages 


1. Conflict of interests. 
2. Too much burden on one person 
3 


3. No proper delineation of job as 
director from chaplain. 


4. Job as chaplain is neglected. 


1 Total availability. 


The urgency of chaplaincy: 


There is a dearth of chaplains, in the real sense. The 
present position is dissatisfactory. Chaplain’s job has be- 
come an avocation or rather, a sideline or part ofthe many 
other jobs he is doing. If healing cf the whole person is 
our ministry, we must employ not only a doctor at 4 heavy 
salary but appoint a trained chaplain also at equal recoa- 
nition Personnel, money, energy etc utilized in this 
direction will be most rewarding in any hospital. To rectify 
the situation a new set up is proposed. Accordingly, cha- 
plaincy is a department as any other department under the 
administrator. 


CHART C. 


Governing Board 


Administrator 
i v _ 
v v 
Dept. Dept Chaplaincy Dept Dept. 


Advantages Disadvantages 
1. Is a part of the healing 1. The idea is new and will 


team. have to be sold for ac- 
2. Supports the administra- ceptance. 
tion. 


3. Total availability. 


4. Functions like any other 
dept. 


2. Few trained people. 


5. Hights and privileges ofa 
dept. 


6. Can pe a real ‘/eaven’. 


Ratner than wait until a Clinical Pastoral Education 
Centre is begun, every hospital should do what it can to set 
up a Fastorai Vare Vepaltment and t.opetully one of these 
will develop into an educatlon centre. 


Start with where you are and what you have in the way 
of peisonnel, tacilities and tunds. If you are tortunate 
enveugh to have 4 Chaplain who has time ana interest, start 
tnere. it not, begin with any interested person eithe: part 
or tulliime. lhe suppoit ot tle management and medical 
statt must be assured A good way would be to start with 
the philosophy ot tne hospital. 


Proposed duties of a chaplain: 


1. As amember of the healing team he has total care 
of allthe patients. There are times as in crises when the 
pastoral care personnel take the leadin the medical team. 
They may be playing the most important role in treating the 
patient. They will be present when doctors visit and nurses 
care for the patient and bethe haven of solace to the 
patient and family. This necessitates interdependent team 
relationships. 


2. Spiritual ministry. 
3. Availability. 


4, Orients all the employees to the dignity of man and 
their responsibility to carry on the philosophy of the hospi- 
tal in meeting each person. 
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5. Sets up a check list for sensitive points in human 
relations in the hospital to know where to begin It may be 
with patient, students, doctors, staff or relatives. 


6 Discusses the philosophy of the hospital with each 
department to see whether mercy, compassion and indivi- 
dual attention are practised. 


When every one is aware of the role of the Department 
of Pastoral Care in the hospital and is willing to support it, 
then begin with a needy area. It may be with patients. 

7. Visiting the patients. 

8. Student-counselling. 

9. Personnel-counselling. 
10. Family-counselling. 
11. Attends the meetings of departmental heads. 


12. Works among and with the staff; trains them to do 
chaplain’s work, 


13. Keeps records and statistics, which may include: 
—number of calls. 


-patients seen: at whose request —- doctors, nurses, 
etc 


-number of chapel services and other religious 
functions 


-numiber of people seen for personal counselling: 
patients, out-patients, staff, students, relatives. 

—engagements. 

-m3etings and conferences attended. 

-other functions. 


-any problem encountered; suggestions to solve 
them, 


Chaplaincy training must include the following sub- 
jects: 

1. The hospital today. 

2 The relationship of chaplain to various departments. 


3. Theology of hospital apostolate and hew to cater 
to Hindus, Muslims, Jains, Budhists, ete, 
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4. Physical and mental handicaps, common diseases 
in medicine and sugery; basic anatomy and physiology. 


S. Principles of pastoral counselling, group dynamics 
and group theraphy. 


6. Functions and concerns of general hospital cha- 
plains 


7. Supervised practicum: ward visitation, counselling 
patients and families, consultation with pastors and pro- 
fessional staff. 


8. Theories of personality. 

9. Psychodynamics and psycho-pathology. 
10. Preparation for death. 

It is strongly suggested that sisters must take active 


partin the Pastoral Care Department If priests are not 
available sisters must head it as is done in the North. 


The National Convention of Catholic Hospital Associaton 
of India, Mangalore 197]. discouraged the following: — 


1. Pastoral care with an exclusive denominational 
orientation. 


2. A chaplain who is screened out as unfit due to 
physical or other difficulties. 


3. Acchaplain who has no training. 


4. To limit pastoral care to the administration of the 
Sacraments. 


4. To keep chaplain’s visits casual. 
6. Directors of hospitals acting as chaplains. 


What is an administrator: 


Position Summary: 


With the authority from and within the policies and 
directives of the Governing Board, the administrator 
coordinates all operations of the hospital’s four functions: 
patient-care, education, research and community health. 
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Carries out programme within policies and by general 
directives from the Governing Board. Promotes favourable 
public relations. Negotiates for improvement of hospital 
building and equipment. Coordinates activites of the 
medical staff with other departments. Recommends and 
develops policies and procedures for various hospital 
activities. Performs related administrative and supervisory 
duties to insure efficient operation of the hospital. 


Role of the administrator: 


The role of the administrator can be defined as the 
unique juncture of three sets of relationships: — 


1. His relationship with sources of political, legal 
and financial support, which makes his office locally legit- 
mate and endows it with organizational authority. 


2. His relationship with sources of technical and pro- 
fessional support, which gives him professional authority, 
provides him with a hospital staff and involves him in reci- 
procal rights and obligations with neighbouring medical 
facilities. 


3. His relationship with the potential or actual patients 
and the non-hospital persons involved’. 


Duties of the administrator 


Reviews and evaluates existing policies, procedures 
and methods of work by means of psriodic and special 
studies and directs installation of improved methods of 
work and procedures to insure achievement of objectives 
of programme. 


Interprets and transmits policies of the Governing 
Board to medical staff, chaplaincy and other personnel, and 
insures their compliance with the policies 


Meets group coordinators and departmental heads, 
coordinates their activities and formulates the programme 
of the hospital. 


2. \Ibidem P. 85. 
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Meets group coordinators and departmental heads to 
solve administrative problems and may supervise directly 
one or more hospital departments. 


Determines organizational lines of authority and fixes 
areas of responsibility. 


Selects group coordinators and staff departmental heads 
‘and in cooperation with the Governing Board, recommends 
rules governing conduct of employees while on duty, their 
working hours and salary rates. 


Administrator’s obligations towards chaplaincy 


The administrator should give the chaplain a copy of 
the hospital policies. He should oriente the chaplain to 
the following: 


1. Job of the administrator. 
2. Job of the medical director 


3. Organization and structure of authority in the 
hospital. 


4. Various departments in the hospital. 
5 Social structure of the hospital. 

6. Personnel policies. 
Z 


By-laws, rules and regulations of the medical 
staff. 


8. Current bulletins and various directives. 


co 


Position and responsibilities of the chaplain. 
10. The specialities of the particular hospital and his 
role. 
Facilities given to the chaplain: 
1. Personnel. 
2. Physical facilities. 
3. Support to the efforts of the department. 


4. Freedom to exercise chaplaincy so long as he 
does not exceed his privileges. Neither the administrator 
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nor the medical or any other staff should interfere with his 
duties He hasaright to practise his priestly ministry in 
the hospital as he sees fit so long as he complies with the 
terms of his contract’. 


S His influence is spiritual; and unless he enjoys 
respect and confidence, the spiritual values he represents 
will not be operative. Therefore. the administrator and 
others in position must respect and protect his good name 
and inspire confidence in him. 


6 He must be given the list of admissions, operations, 
ete and may go for rounds with the medicel team as 
depsnds on the doctors. 


7. He must have access to the records. 
8. All other facilities as given in Part II of this book. 


Chaplaincy and administration 


As far as his work in the hospital is concerned the 
chaplain is under the administrator and is directly respon. 
sible to the administrator for his time and work. 


l. In general:— 


He must respect other people, the positions they hold 
and become an inspiration to everyone in the hospital. To 
respect and uphold the hierarchy of values — supernatural, 
natural, human, etc.-—is a must for maturity. 


The chaplain should not interfere in the administration 
of the hospital. From the very start he must cultivate 
cordial professional rapport with the administrative staff. 
This will foster effective relationship with departmental 
heads and key personnel. Communication must flourish 
between the chaplain and the administrator. This com- 
munication should include a formal policy on spiritual care, 
common religious ceremonies and other major matters 
as the conditions in each hospital demand 


There should be an agreement in writing, regarding 
salary, vacation, relief, medical care, hours of duty, etc. 


3. Medical Staff in the Hospital, Thomas Ritchie Ponten, Physicians Record 
Company, Chicago pp. 2-8. 
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If administrative policies should come into conflict with 
his pastoral ministry, in particular with the spiritual care of 
the patients, the chaplain brings the matter tactfully and 
prudently to the administrative authorities and seeks 
mutually satisfactory solution to the problem’. It is neces. 
sary that they discuss the policies often Without the 
sanction of the administrator no policy is valid. 


If the administrator or the hospital authorities err in 
_ matters of Christian and ethica] values, the chaplain in al] 
humility, with tact and charity will kindly remind them and 
correct them. 


2. In making policies :— 


The chaplain must be a member of the policy-making 
body But he should not be a member of the Governing 
Board. Sometimes the Poard will have to use its coercive 
power on the erring hospital personnel; and if the staff and 
students know that the chaplain is also involved in it they 
are liable to lose confidence in him. But if he is a member 
of the policy-making body the advantages are many. 


a) Christian principles and values can be safeguarded; 
and more than that thse chaplain could, with active voice in 
the body, further the Christian identity of the hospital. 
Many flock to our hospitals because they are sure that we 
will value their life, person, body and other interests and 
that we are reliable. 


b) If he participates in the policy-forming group, he 
considers himself an integral part of the institution. It 
becomes his hospital}, 


c) Thechaplain who thus knows the policies becomes 
a staunch ally and a booster of the hospital, he will defend 


the practices of the hospital to his friends and Patients, 
and will show greater loyalty. 


4. The Apostolate to the Sick, op. cit. p. 30. 


5. Modelled after: The Hospital Medical Staff, Charles U. Letournean 
Starling Publications, Chicago. pp. 24-25, 
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d) The absence of chaplain on the Board implies a 
lack of confidence’. 


3. In personal relationship: 


The chaplain must be a friend and philosopher to the 
administrator. 


He must ba most understanding and helpful especially 
when the administrator encounters problems. Wilson 
presents a view of the inherent problems -facing the 
administrator: ..... ..... ..the social structure of a hospital is 
inherently decisive Clashes between administrative and 
medical desiderata are among the most descriptive of 
hospital conflicts’. 


6. Modelled after: Hospital Policy Decisions, op. cit. pp. 180- I8I. 


7. The Social Structure of a General Hospital, Robert N. Wilson. 
Annuals of the American Academy of Medical and Social Science, 
Yol. 346 1963. p. 71. 


40 


CHAPTER XIX 


THE CHAPLAIN AND THE HOSPITAL STAFF 
THE CHAPLAIN AND THE MEDICAL STUDENTS 
THE CHAPLAIN AND THE NURSING STUDENTS 
THE CHAPLAIN AND THE WOMAN 


I. THE CHAPLAIN AND THE HOSPITAL STAFF 


In the previous chapters a modest attempt was made to 
sketch the role of the chaplain with the medical staff, the 
medical social worker, the nursing staff and the admini- 
strator. Now the rest of the hospital staff remains to be 
considered. 


Every member of the hospital staff including the gate- 
keeper is important; and so good relations between the 
chaplain and the hospital staff are a constant necessity; for, 
a hospital is a place of extensive division of labour and 
specialization. Each staff member depends on others for 
the efficient performance of his own organizational role. 
None of them can function independently. In order to 
carry out his pastoral obligations the chaplain likewise must 
understand the hospital as an organization and within the 
existing structure plan his programme of ministry. 


If the hospital staff does not cooperate generously, 
pastoral care may be crippled. Therefore the chaplain 
must work among them: 


1. To give the philosophy of the hospital. 


2. Togive them vocational fulfilment and help them 
to find joy in their work, 


3. To give them a sense of belonging, 


Al 


To form in them a family spirit. 
To build a Christian atmosphere. 
To build a Christian image of the hospital. 


Od 


7. To make them do chaplain’s work: He must get as 
many people as possible, other staff, part-time nurses, social 
workers, students, volunteers etc. to join his work. He 
must consult them also before outlining the work and then 
coordinate the work weekly, He must speak to the nursing 
staff and students and make known to them his area of 
healing so that they refer patients to him and call him 
whenever required or requested by a patient or family. 


Besides, he must be available when they need him for 
counselling or spiritual and sacramental ministry. 


Il. THE CHAPLAIN AND THE MEDICAL STUDENTS 


There are many doctors who hold high professional 
ideals, who long with all their hearts to profess an 
humane medicine. But can they, without a religious 
faith ? } 

Dr. Paul Tournier. 


The medical students who are the future doctors, are to 
be trained to meet the demands of their vocation and 
experience fulfilment in life. That means, the formation of 
the whole man in the candidate. This can be accomplished 
only through the constant effort of the Dean, the staff of the 
college and the chaplain or rather, the chaplains. Accord- 
ing to the authorities of the medical colleges there must be 
more than one chaplain at the disposal of the students for 
greater availability and better and comfortable choice. 


Formation through meaning{ul involvements : 


The greatest source of education and formation is their 
own daily life experience through involvement with God, 
patients, sickness, staff of the college, staff of the hospital 
chaplain, in liturgy, in the associations and in the meanings 


1. Paul Tournier, A. Doctor’s Casebook in the Light of the Bible. 
S.C. M. Press Ltd., Bloombury St., London, 1966 pp. I71 - 172. 
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they meet through them. Therefore right orientation must 
be given so as to enable them to have meaningful involve- 
ments. 


Formation through encounter with God and the patients: 


Dr. Paul Tournier says: To seek the meaning of things 
is to bind ourselves to the living God, to live with Him, to 
listen to what He tells us through life, through sickness and 
through the threat of death?. 


To meet meanings, the doctor must listen to the patient 
also. In another passage he continues: There is a grave 
danger here for us, doctors. If we pin our faith to our 
science, we pay but little attention to our patient’s often 
naive explanations of his troubles. He senses that we are 
not taking him seriously. He feels in us that self-sufficiency, 
that cock-sureness, which thinks it has nothing more to 
learn. Contact between him and us is broken; and more- 
over, we cut ourselves off from the true science, which is to 
be learned from our patients rather than our books.» And 
it must be said that for both the doctor and the patient, the 
integration of the person is accomplished essentially in 
meditation; for to meditate is to be led by God to the 
discovery of ourselves. It takes time. 


Medical students and sickness: 


But if we have courage and listen to Him we will be on 
eagle’s wings. True courage—the courage which has its 
roots in faith — is that which listens to what God is saying to 
us through disease and threat of death. If this is our 
attitude, sickness and death will take on some meaning for 
us, they will have something to teach us, something to bring 
to us, and they will also make us revise our scale of values.° 


2. Paul Tournier, A. Doctor’s Casebook in the Light of the Bible, op. cit. p. 179 
3. Ibidem pp. 27 - 28 

4. Ibidem p. 133 

5, Ibidem p. 174 
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Medical staff and students: 


In this respect the staff can do much to form the 
students by giving them the right orientation. This may be 
most effectively done in the class room at the time of 
practical sessions with the patients, through their attitudes 
and convictions, from the example of their great teachers 
and from their own personal experiences, 


Formation through the liturgy: 


Intelligent participation in a liturgy that is meaningful 
to them as doctors, opportunity for daily Eucharistic service, 
religious conferences, liturgical celebrations of the mysteries 
services etc. must be arranged wisely to benefit 
them. 


The chaplain must coordinate the efforts from all the 
different sources and must be specially interested in them. 
He must be able to understand the youth —-the youth with 
medical interest. A challenging object of self-investment 
and heroism must be presented to the young medical men, 
for, men love an ideal and live and thrive on heroism. 
Take away the two elements, religious life becomes insipid 
and lifeless for them. So alsoin the formation of ladies, it 
must be remembered that women love persons and live and 
thrive on transmitting love and in nourishing and cherishing 
love that is transmitted (motherhood and devotion to a 
personal God). 


Personal counselling : 


The student must have opportunity for personal consul- 
tation, guidance and counselling; and the chaplain must be 
available for this. Besides, there may be other experts on 
the team for psychological consultation and counselling. 
They may need group counselling and perhaps this may be 
better appeciated. 


Integrated courses: 


Apart from all these there must be a regular integrated 
course. It must extend to the entire period of student life 
The topics may be arranged so as to meet the needs of the 
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students year by year at each level of their study and 
formation as doctors. At present it is admitted that techni- 
eal skills and biological decisions alone do not make them 
doctors. They are persons and so must treat patients as 
persons with equal rights and dignity. Hence their forma- 
tion must include other aspects, such as cultural, ethical and 
religious or spiritual values, aiming at the human and 
Christian formation. In fact, real human formation is nothing 
but Christian formation. Therefore, in India for the benefit 
of the non-Christian students, titles (not the substance) 
which are repulsive may be avoided and all the topics 
necessary for the development of a mature human person 
must be included. The existing text books on medical 
ethics alone will not be sufficient. 


As doctors, they will be fortunate to be at the most 
impressionable moments of their patients. And if they are 
trained to be witnesses of God’s love, Christs’ love, in them 
the patients will invariably encounter their God. A doctor 
can be a very good apostle and his vocational fulfilment can 
be highly rich. 


III THE CHAPLAIN AND THE NURSING STUDENTS 


The training of the nursing students is another very 
important duty of the chaplain. In the whole hospital the 
nurse is the only privileged person to be with the patient 
all the twenty four hours, and the influence she can exert 
on the patient is invaluable. The formation of such 
resourceful persons in the community must be given full 
consideration and attention. This work of training in one 
respect is made rather easy for the chaplain because of the 
cooperation of the nurses and the students. Their ready 
acceptance of and respect for the chaplain is a universally 
admitted fact. Often this has been sounded through 
CICIAMS, CNGI and such international and _ national 
organization for nurses. 


A team-work 


The formation of the student-nurses does not depend 
upon the chaplain alone. It is a team work, unless, therefore, 
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the superintendent, the administrator, the nursing 
supervisor, the ward sister and the staff cooperate whole- 
heartedly, their formation will never be complete, nay, 
may not even be begun with. Often their training is sadly 
neglected under the pretext of heavy study programmes, 
duty and other excusese 


A sad situation 


It must be noted that their formation is not to be reser- 
ved to one or two periods a week; rather it must be the 
sap of every other programme. However, the present situ- 
ation is not an ideal one. Sr. Ann Bellosillo, a qualified and 
experienced administrator writes: Often students come to 
our hospitals with very little background in their religion. 
If they stay with us for four years and get only medical 
education, we are not caring for the whole person. Being 
a Catholic hospital should make a difference in their 
education, yet very little emphasis is placed on spiritual 
improvement. Sister-students of many communities are 
trained by us, yet no effort is made to help them to grow 
into integrated sister—-nurses. 


Sister—student—nurses 


To this must be added that there are occasions when 
these good young sister-nurses experience guilt, mainly 
because they are not regularly following the pious exercises 
at fixed hours and community programmes etc. in which they 
were trained and which other sisters of their congrega- 
tion observe. And if they have not been helped to find 
vocational fulfilment in their new life, some of them, rarely 
though, end up in vocational crisis. This could have been 
avoided if only opportunities were given to integrate this 
sublime service (Pius XII) into their life and establish a 
spirituality of their own. 


The question of training: 


In many of the panels conducted recently a serious 
question was raised: What is the difference between the 
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hurses trained in our hospitals and those in the Government 
hospitals ? 


For the training of the nurses an atmosphere of love 
and religious spirit must be created. Whatever be the 
ideals given and ideas imparted, if there is no love, girls 
cannot grow. For, only in love they can live, grow, mature 
and blossom. It is said that men are made and women are 
born. There is some truth in this. Even in adverse emo- 
tional circumstances it may be easier for a man to become. 
But women need love and emotional security in love, and 
from such a conditioned situation they are born or become. 


Our sisters are very good. But why this tragedy ? 


Our sisters work hard and very sincerely; and they bear 
every sacrifice to train the nurses. Yet at the end it seems 
some of the nurses hate them; and a few others will be 
counting the days to quit the institution; very disheartening 
indeed. This, and often worse may be the situation of 
institutions run by other agencies. But why this tragedy? 
It would seem that those in charge of training had been 
passionately and even aggressively in love with the idea of 
training and neglectedto love the girls and train them in 
love. There are other contributing factors from the part of 
the nurses and the educational system. 


The chaplain and the team at work: 


In the training of the nursing students, the chaplain 
and the pastoral care team must get the teaching staff and 
the heads of the nursing service in the hospital to work 
together to achieve the goal. Just as in the case of the 
medical students, right orientation must be given by the 
staff in the class room and in the wards, not exactly through 
lectures but by allowing them to imbibe it from their spirit 
and action. The main duty of the team is to form a mature 
Christian nurse by developing the whole human person of 
the nurse. 


Integrated courses: 
Considering the importance of the integrated courses, 
the chaplain will make arrangements for classes on virtues 
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proper to a good nurse, character formation, conscience, 
general and medical ethics, love and sex in personal life 
and in interpersonal relationship, marriage, social and 
psychological issues of importance in her life, deeper 
insights into Christian principles etc. 


Other religious practices and counselling in formation: 


Daily Eucharistic service, liturgical and para-liturgical 
functions meaningful to them as nurses, must be conducted. 
Religious conferences and retreats must also be arranged. 
They must be specially trained to relish the Bible — the book 
of life. Besides, the chaplain must keep pastoral vigilence. 


There must be ample opportunity for personal guidance 
and counselling. At certain fixed times the chaplain must 
be available in a convenient room. He should never 
assume an authority figure. 


Iv THE CHAPLAIN AND THE WOMAN 


Women form the bulk of the hospital personnel and it 
must be so. Just as a woman has the greater share in 
bringing forth a man into human existence, so also she 
must have an equally important role in bringing him forth 
from sickness, by revitalizing his existence. But without the 
substantial cooperation of the male she does not accom- 
plish it. The Divine plan for them is one of cooperation, 
involvement and communion. Therefore, whatever may be 
their state of life, they must cooperate and work together 
to further God’s kingdom even here in the care and cure 
of the sick. 


Now we shall consider some practical points as to how 
the chaplain is to work together with the women in the 
hospital. The following points are based on male and 
female dimensions as the two complementary dimensions of 
human existence. Other factors such as, phenomenological 
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aspect, culture, role, education etc. are also given due 
consideration * 


A. The woman 


1. Woman moves by adjustment and man by ex- 
pansion. 


2. Her adaptability helps her ‘to be around’ and feel 
happy in being so. 


3. She is a mother: a physical, psychological and 
spiritual reality. 


4. She gives creatively by giving herself. 
S. She is around love, life and nourishment of life. 
6. She loves without possessing (except sometimes). 


7. Her touch is personal and persons as such she 
loves. 


8. She has a power to be empathetic: to feel what the 
other is feeling, 


9. Her bentis towards ‘quality’ and service and she 
is ‘homeward’. 


10 Woman makes a home and in her home man feels 
at home. 


B. Women in our hospitals expect the chaplain to be: 


1. Aman of spiritual and intellectual depth. They 
must feel confident in his spiritual leadership. Usually, 
sisters and nurses are very grateful to the chaplain fora 
well-prepared, practical, spiritual conference or sermon. 


2. Kind and courteous: rough ways and angry words 
will cut her down. 


3. Sober, manly and ‘towering’. 


* For details please refer the chapter on the ‘Psychology of the Male 
and Female’? in ‘Guidance and Counselling in Marriage’’ by the 
same author. 
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4. Physically attractive, clean and neat: any unneces- 
sary make-up brings down his standard in the eyes of 
women; for it does not show depth in the clergyman. 


5. Acceptable person, commanding respect. 
Acceptable - because of his skill and education. 
~ because of his integrity and sincerity. 


~because of his ability to handle 
masterly his own responsibilities and 
problems. 


Loving, sociable and cultured. 
A philosopher and guide. 
Active, zealous and courageous. 


OnMDN®D 


Approachable, generous and tactful. 
10. Resiiient, broad minded and understanding. 


C. Her needs: 


1. Love and recognition: Give that and she is 
won over, 


2. Attention: When neglected she feels hurt; it is 
better not to show partiality in contacts, visits etc. 


3. She wants to feel accepted and respected as 
a woman. 


4. She yearns to feel needed and cared for. The 
chaplain, therefore, will do wall to greet her and inform 
her of his visits in the ward He may ask her to cooperate 
in matters she can easily oblige. She wants to feel needed 
to play arole, more than that she yearns to feel needed 
as a person. 


S. Understanding: She experiences real joy when 


others understand her rightly and charitably, especially 
when she is at fault 


6 Aword of encouragement and appreciation: The 
hospital situation makes it a pressing need. It will go 
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along way in making interpersonal relationships smooth 
But when talking toa woman he must remember that he is 
talking to a crowd. She can become the woman at 
Jacob's well. 


7. Emotional security: Itis one of her basic needs to 
feel secure. She experiences it in a loving and under 
standing relationship. 


a) The chaplain must gain her confidence and 
establish trust; trust will grow only by showing interest and 
concern. It needs a non-threatening atmosphere. 


b) Itis always good to avoid anything that might cause 
emotional distance. Feelings matter much in her life. 
Usually woman finds very difficult to stand criticism, 
accusation, condemnation and public correction. And 
arguments make her on the defensive and if pushed further 
she becomes stubborn Instead, any appeal to her heart 
makes her free and freely respond. 


c) It will be good to avoid anything that might 
threaten her psychological and existential basic needs 
If she is made to labour under stressful feelings of 
insecurity, she might get out of the pastoral hold. 


D. Some practical hints: 


a) in dealing with women; 


1. Anything personal touches her, and every touch is 
at her heart either for better or for worse. 


2. It is better not to demand anything from her; 
rather, he must accept gratefully whatever she gives with a 
word of appreciation and he will get more. When a demand 
is made she feels threatened. 


3. She resents unrequested familiarity. It is better to 
keep a respectful distance; and felt free, she will establish 
and maintain a closeness she needs. This psychologically 
built up distance makes him nearer and dearerin every 
respect. For, it forces her remain closer to him always. 
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4. Itis good to remember that his presence is made 
dearer because of his absence before. 


5. He need not expect a woman to own her defect 
especially when it is about her and her beloved. If she 
owns the fault it will be hard for him to live with her 
because of the emotional distance created. And if he wants 
to live and work with her, ultimately he will have to own 
the fault and resolve it. This may be easily done witha 
sense of humour in an excusing and understanding way, 
without in any way lowering his mast. 


6. While working with them it is always good to 
remember that he is working with women and that they 
can be excellent co-workers. To live with a woman is a 
life-long professional task. Yet mutual understanding and 
regular adjustment make it a very happy, rich and reward- 
ing relationship. 


b) in dealing with women patients: 


1) Understanding her emotional life. To help a woman 
patient, the chaplain must understand her feelings. 
Research and study point out that the emotional reactions of 
all women have certain similarities. Even where differences 
may be of kind as well as degree, all begin with anxiety’®. 
Dorothy Faust says: Women are not the same as men. 
They menstruate. They get pregnant. They have babies. 
They breast feed. They have a different tie with children 
than men do, a unique physical relationship. All these 
factors are related to their anxieties, their emotions, their 
feelings and particularly their well-being, health and 
happiness’. Sylvia Payne says: Weshall not understand 
the psychological problems of women until we understand 
more of the factors which interfere with the pattern and 
rhythm of her functions of reproduction. Her psyche is 
much more closely attuned to her body than is man’s, 


6. Meares, Dr. Ainslie, Management of the Anxious Patient, 1963. 


7. Dorothy Faust, Ministering to the Woman Patient, Special Edition on 
Pastoral Care, American Protestant Hospital Association, Chicago, 1970. 
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whether in dealing with her sexual functions or expressing 
itself in sublimation’. 


2) The chaplain is expected to listen to her. To listen 
he has to stop his preaching and allow her to preach on a 
topic of her choice. This may be helpful to discover her. 


3) Usually women patients expect the pastor to be 
calm and relaxed. It is the unhurried, calm, spiritually 
healthy attitude that allows the anxious woman patient to 
become calmer and to discover her own spiritual resources; 
which is surely one of the finest services we can hope to 
render her’. 


4) She always appreciates a word of reassurance. 


5) Women love to receive gifts — a picture, a rosary, 
a medal etc. Through these it is easy to get into her soul, 


6) She expects warmth. 


In dealing with women it is good to remember that 
environmenal setting can be a potent force in encouraging 
or discouraging a woman patient to express feelings and 
reveal anxieties. For example, in the labour room, delivery 
room or maternity ward a woman will discuss freely feelings 
that she would not reveal to her closest friends at home!. 


8. Payne, Sylvia, A Conception of Femininity, British Journal, 1935. 
9. Dorothy Faust, op. cit. p. 6, 
10. Ibidem p. 49. 
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PART IV 


THE CHAPLAIN 
AND 
THE PATIENT 


(CHAPTER XX 


THE MEANING OF A PATIENT 


Man gains and substains existence through struggle: 
through struggle against pain and sickness he ‘becomes’ 
both in the natural order to fulfill his role in the society 
and in the supernatural to fill up what is lacking in Christ’s 
sufferings for the salvation of the world (Col. 1, 24). 


The New Rite tor Anointing the Sick! (1972) says: 
sickness and pain have always been a heavy burden tor 
man and an enigma to Als understanding. Christians sutter 
sickness and pain ilke ali Otmer men, yet their taith helps 
them to understand better tne mystery ot suitering and to 
bear thelr palm more Diavely. lney know trom whrist’s 
words tnat thelr sickness Nas Meaning and value tor tneir 
Own Ssdivation and tor the worlds; they also know that 
Christ loved the sick, and that during His life He otten 
looked upon the sick anda healed them. 


In the tollowing chapters we will be seeing the patient 
from various aspects so as to aid the chaplain and the 
healing team to understand and help him. 


For the Christian understanding of the patient it is 
necessary that we accept him as an individual, respect him 
as a person and revere him as achild of God. Respect for 
his needs, suggestions, opinions, values, religion, freedom 
to express his feelings etc., will make him feel that he is 
somebody. What makes the patient feel that he is counted 
as a person is your appeal to his judgement and personal 


1. The New Rite for Anointing the Sick, American Edition, 1972 Nos. | -3. 
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cooperation’. Moreover he is the well-beloved of the 
Eternal Father. To redeem him Christ Himself became man, 
suffered and to prove His love Christ died (Rom. 5, 8). 


Now, therefore, it is ours to see the patient in the right 
perspective. 


1. He is amore faithful image of Christ: 


In the special message to the sick and the suffering, 
at the close of the Ecumenical Council, Pope Paul VI 
speaks: You have been called by Christ to be His living 
images in and through whom the world can glimpse Him. 
And soin His name, the Council bows before you in love, 
it thanks you and pledges you the affection aad aid of all 
the Church, together with its blessing’. 


Those who suffer hold special title for greater partici- 
pation in the communion with Christ. Christ’s image is 
reflected in a more faithful manner in the sufferer,* as the 
Council reminds us> (Constitution on the Church, N. 8); in 
a manner more intimate, we may say, when Jesus wished to 
identify himself with the least of His brethren (Mt. 25, 
35 ff); he who suffers grows, in singular manner in likeness 
to the suffering of Christ.° (Decree on the Apostolate of 
the Laity, N. 16). 


2. He isa true disciple of Christ Crucified: 


If not the sick in the hospital who else is better entitled 
to gay, ‘we can boast about our sufferings’’ (Rom. 5, 3-6); 
for it confers on them the discipleship of Christ; for He 
says, “if anyone wants to be a follower of me let him 


2. Paul Tournier, A Doctor’s Case Book, S.C. M. Press Ltd., p. 51. 


3. Pope Paul VI, Message to the Sick and the Poor, at the close of Vat. Il, 
De ember 8, 1965. 


4. Pope Paul Vi Message to the Sick, August 30, 1967. 
5. Vat. Il, The Const. on the Church, No. 8. 
6 Vat Il, Decree on the Apostolate of the Laity No. 16. 


take up his cross and follow me (Mt 16, 21; and anyone 
who does not carry his cross and core after me cannot be 
my disciple ’ (Lk. 14, 27). These words are ligi.., life and 
balm to the sick, if only they have faith in the identity with 
the Man of Sorrows, Christ the Son of God and Him 
crucified for our sins and our salvation This alone gives 
them solace without illusion’, 


3. He is the brother of Christ in Agony: 


Patients are the brethren of Christin Agony and, “the 
aristocracy of the Kingdom of Gcd, the Kingdom of hope, of 
joy, of life undying’, for if we are children we are heirs as 
well; heirs of God and co-heirs with Christ, sharing His 
suffering so as toshare His glory (Rom. 8, 17). 


4. He is the “blessed” of the Lord. 


Patients are the ‘blessed’ (Mt. 5, 5) of the Lord for their 
lot is fixed among the happy, the comforted and the living, 
“for if we have died with him, then we shall live with Him ” 
(Tim. 2, 11). St. Peter says, if you can have some share in the 
sufferings of Christ, be glad because you will enjoy a much 
greater gladness when His glory is revealed (1 Pet 4, 13) 
In this respect the sufferings of this world are not worthy 
to be compared with the glory to come” (Rom 8 18) 
Therefore, even here below, the sick and the suffering 
enjoy peace and happiness, the happiness of the woman in 
travail. 


5. He co-operates in the redemptive work of Christ: 


Suffering, in the perspective of redemption. is a touch 
of mercy through the Cross. The patient can say with 
St. Paul: It makes me happy to suffer for you as I am 
suffering now, and in my own body to do what! can to 
make up all that has still to be undergone by Christ for the 
sake of His Body the Church (Col 1, 24). Suffering with 
Christ the patients can share in His Passion and apply its 
merits as did St. Paul. 


7. Pope Paul VI op. cit. of August 30, 1967. 
8. Pope Paul VI op. cit. of December 8, 1965. 


6. He is a builder of the Mystical Body: 


To build His Mystical Body, Christ needed the suffering 
of His apostles. (Mt 10, 18 ff) and that of St. Paul 
(Acts 9, 16). The apostle was happy that he could contribute 
his sufferings (Col. 1,24) Now too Christ needs us’ and 
the sick are already enlisted. 


Seeing the immense good the sick can do, the Council 
exhorts them to contribute to the welfare of the whole 
People of God by associating themselves freely in the 


passion and death of Christ!®. (Vat II, The Church, N. 11). 


Pope Paul VI, while addressing the sick, emphasized 
their role in the Mystical Body". 


The Church is the Mystical Body of Christ; every 
Christian is a living person inserted into this supernatural 
communion, where no one is confused, forgotten or useless; 
each is a member; in other words, each has an irreplaceable 
function of his own to fulfill, each one has a vocation of his 
own, articulated and harmonized with what of alli other 
members of the ecclesiastical body; and all draw identical 
life and singular order from union with the Head of the 
Church, Christ, who pours forth His enlivening Spirit into the 
entire frame work of Christians Each one is a Christi-form. 
This is already a most consoling truth for those who suffer. 
No one suffers alone, no one suffers in vain. 


7. He is one among the anawim of the Lord: 


It is a term used by the O. T. to signify those who 
turned to the Lord and depended on Him in all their 
distress Rev. Dr. Luke, O. F M.Cap., writes: The truly 
pious folk, however, viewed everything with the eyes of 
faith and saw in illness, the workings of Yahweh’s hands, 
with the result that they quite naturally had recourse to 
him (2 Kg, 20, 2f.), or to his charismatic spokesmen 


9. Pope Pius XII, Encyclical on the Mystical Body. 
10. Vat. Il, The Const. on the Church, No II. 
11. Pope Paul VI, op. cit. of August 30, 1967. 
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(1Kg. 17ff. 2 Kg. 4, 18 ff. etc) who were even wont to 
prescribe the medicines (2 Kg. 20,5). The priests at the 
sanctuary too could act as physicians, but Yahweh none- 
theless remained the true healer of his people. It is 
because of this belief that pious men in Israel invariably 
used to turn to him in prayer when they happened to be 
sick, and from the laments of the sick preserved in the 
Psalter, we can have avery good idea of the nature of 
the invalids’ prayer”. 


8. He is the Ebed Yahweh: 


Dr. Luke writes: The greatest of all sufferers in the 
Old Testament is the Ebed Yahweh, the Servant of the 
Lord, described in detail in Is 52,13-53,12. The Servant 
who is most innocent and sinless undergoes nevertheless 
terrible sufferings and thus makes himself an offering 
for sin; he poured out his soul to death, bore the sin 
of many, and made intercession for transgressors. Here we 
have the highest expression in the Old Testament of the 
significance of sufferings: they are a means of vicarious 
satisfaction", 


9. He is an active element in the Church: 


The sufferer is no longer inactive and of negative 
importance in reference to the human and spiritual society 
to which he bslongs; he is an active element; like Christ, 
who suffers for others, he is a benefactor of his brothers, 
he is an auxiliary of salvation. This extreme evaluation of 
suffering, however, demands two conditions; acceptance 
and offering, a patient acceptance and one capable 
of perceiving (which is another marvelous viewing of 
Christian Suffering), an order behind and inside sorrow 
itself; the paternal hand, though grave it may be, of the 
Divine Doctor who knows how to draw good, a superior 
good, from ill, the ill of sufferings; and the offering, which 
gives to suffering a value proper to the victim, the offering 
that annuls in itself the requirements of justice and draws 


12. Rev. Dr. Luke O. FM. Cap., The Meaning of the Sick in the Old 
Testament, Philosophical College, Trichur, p. 3. 
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from itself the supreme expression of love, of a love that 
gives, of a total love’’. 


10. He is the valiant one deserving praise rather 
than pity: 


Sadhu Ittyavirah, the author of several books including 
the ‘Redeeming Pain”, says”: 


Christ upon the Cross and Buddha with his begging 
bowl are not to be pitied We are not to commiserate Francis 
of Assisi with Lady Poverty by his side, and Gandhiji with 
his loin-cloth and pilgrim’s staff. The woman in the labour 
room and the patient in the hospital are to be admired. 
They deserve our praise rather than pity. 


With desire did Christ desire for the chalice of His 
passion and death. Still, when He was about to be betrayed 
into the hands of the Jews, He prayed that the chalice 
might pass from Him. 


The life of every man is in some way similar to the life 
of Christ. In our heart of heart, we long for the cross. But 
when we are face to face with it, we recoil from it 
There is much of Gautama Buddha with his renunciation, 
Francis of Assisi with his poverty, Gandhiji with his detach- 
ment, in each and everyone of us We want to be 
dispossessed. We yearn for nakedness. Yet. when we are 
about to be stripped naked we shudder at the idea of 
being naked. 


We are all self-effacing with Lincoln and Nehru. 
There is the selfless satyagrahi and the mortified monk 
in you and me. We are ‘Sanatana Satyagrahis’. At the core 
of his being man is supremely generous. There is much 
more self-sacrifice in us than many of us imagine. 


Consciously we are selfish; we try to run away from 
suffering. Unconsciously, intrinsically, even before we 


14. Pope Paul VI, op. cit. of August 30, 1967. 


* Quoted from a clarification letter to the author. 


have the conscious mind, we are self-sacrificing; we yearn 
to suffer in our love. On the surface we cover our naked- 
ness; Deep down we hanker after nakedness. Exteriorly 
we run away from death. ~Interiorly we reach out for death. 
Extrinsically we want to take. Intrinsically we want to give. 
In time we are petty. Eternally we are magnanimous. We 
sell our hardships in the open market. We buy them up in 
the black market. Much in the same way, the Christian 
patient knows his role but when the time comes he weeps 
and yells. Yet he is not to be pitied. He needs our 
appreciation, understanding and nearness to enter into 
himself, to be finally resolved; for it is at his own choice 
that he suffers with Christ. 


In his life of pain and suffering the patient is not to be 
sorry for himself. Nor is he to pity those who are greater 
sufferers than he is. All of them are co-sufferers and 
co-victims with Christ. 


The tabernacle lamp in a church announces the 
presence of the Eucharist there. But the poor lamp has no 
awareness of the work it is doing. Bees which go from 
flower to flower gathering honey, help in the pollination 
and fertilization of flowers. They are doing a great service 
to plants and trees. Theirs is indeed a life of service, 
though they have no knowledge of this. By means of the 
process of photosynthesis, plants and trees give us oxygen 
and help us a lot. However, they have no awareness of the 
service they render. 


In the same way many of the patients do not have any 
awareness of the great service they render in their life of 
pain and death, as co-sufferers with Christ. Theirs is indeed 
a life of sacrificial love, even as that of Christ. 


Yes, the patient is a Christi-form. Don’t we feel touched 
by his inner valour and the nobility of his origin and 
destiny? Does he not deserve our tenderness, respect and 
praise? 


In our effort to understand him better, may his spirit 
help us; and aided by the spirit of wisdom let us enter into 
the Divine plan and there in contemplation appreciate the 
transcendent power and beauty of Divine providence which 
saves the world through suffering and the sufferers who fill 
our hospitals. 


This will also help us to appreciate our own suffering 
we daily experience while ministering to the sick, as doctors 
nurses, chaplains, medical social workers etc., and become 
Christ-like both in His suffering and in His ministry of 


healing. 


CHAPTER XxXI 


THE MEANING OF SUFFERING 


By Rev. A. C. Oommen, M., A., B. D., 
Dean, Religious Work Department, 
C. M. C. Hospital, Vellore. 


The seeming waste in sickness and suffering, man 
confronts in his daily life, puzzles him deeply. Many of the 
religions are attempts at fathoming the depths of this 
mystery; and theories are advanced to offer a rational 
understanding of this mystery. 


Karma, Kishmath, Thrishna are all in turn explanations 
but none has satisfied the ethical and intellectual quest of 
man. At their best, they are cnly negative answers and if 
we want a positive answer we have to turn to the Bible 


The Book of Job in the Old Testament attempts in 
an artistic way to offer an explanation for innocent 
suffering. Job is pictured as a perfect man ethically, reli- 
giously and worldly. But all of a sudden he loses his 
wealth, his children and all that he has got through natural 
and human causes. Finally he loses his health also. He 
appears on the stage wearing sack cloth, sitting on a heap 
of ashes, scratching his body which suffers from the worst 
worldly affliction then known, leprosy. The Book shows us 
that Job’s suffering is not mainly the physical but the failure 
to get an answer to the guestion, ‘why’. He refuses to 
accept the traditional answers his friends offer and demands 
to hear, direct from the Creator, an explanation. It seems 
that he is speaking toa blank wall. He passes through a 
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state of deep depression and self-pity, cursing the day of 
his birth through loneliness unabated by any knowledge 
of Divine presence and uncertainty as to the ultimate out- 
come of what he has to endure. Yet at one point, he rises 
on the wings ot faith and declares, ‘’’ My Redeemer Liveth “ 
(Job i9-25) 


The fricnds of Job, each suggests the misteken type of 
counsellors, it is often our misfortune to meet even today. 
They have only one theory, that suffering is the result of 
sin, that Job suffers and therefore he must be a sinner. 
Eliphaz the mystic presents it through the testimony ofa 
solemn experience he had; Bildad, th- traditionalist by 
falling back on the authority of the fathers and other texts, 
repeating dogmatic slogans like the man in the street. 
Probably a later addition is Elihu, the young man who 
lashes out attacks on every one around and proposes to 
hold the answers but only repeats what others have said 


It is in this background that the Book suggests certain 
answers — mentioning in order of importance, the last is 
contained in the epilogue where every thing is restored to 
Job twofold new children are born and all ends well. The 
second is contained in the answer God gives from the whirl- 
wind, portraying before Job the mystery of creation, starting 
with the question: Where wast thou when I laid the found- 
ations of the earth? (Job 38, 4). Job is challenged to 
acknowledge the minuteness of his intelligence as compared 
to the infinitude of God’s wisdom and so he repents in 
dust and ashes (Job 42, 6). But the important answer is 
contained in the prologue where in the courts of heaven it 
is God who calls attention to Job and his piety, throwing a 
challenge in the face of Satan. The rejoinder from Satan is 
guite logical. It pays Job to be good because he is fenced 
and protected by God. If the justification for disinterested 
piety is to be made beyond doubt, then God has to permit 
and remove every material benefit, even physical well-being 
from Job. Once having pulled into this arena of controversy 
with Satan, God cannot withdraw frcm the stage. So Job’s 
suffering is carried out to the full satisfaction of Satan. Job 
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would have had his answer if he was aware of this scene in 
heaven but then the game would be up. The test paper 
is out and the exemination is not valid Hence the 
dilemma of Job. What the Book of Job teaches us is that 
just like man puts his faith in God, God stakes all his 
reputation on man, and suffering at least in some cases 
is a vindiction of the integrity of man in his loyalty to God, 
irrespective of what happens to him. 


The Sonas of the Servant, the four small passages in II 
lsaiah, perhaps the highest water mark in the Old Testament 
prophecy, take us a step further in the understanding of the 
meaning of innocent suffering. In these passages the 
picture of the Servant of the Lord, some one who is specially 
chosen and called, is drawn but is shown at once that this 
is a call not for a privilege but for a responsibility. There 
is a period of intensive training when the servant is like a 
knife sharpened daily and kept in the hollow of the hand, 
and like an arrow sharpened and kept away in the quiver. 
Occasionally the servant turns round and asks why this 
delay and the pain of training The answer is that because 
the task is great, the training is long. Finally we come 
to the great Chapter 53 where the intensity of the Servant’s 
suffering is described. It also shows the puzzling confusion 
it creates in the minds of the onlookers, leading them to 
the conclusion, He had borne our griefs and carried our 
sorrows end was wounded for our transgressions ‘verses 4 
& 5)’. Isaiah gives the clue to vicarious suffering and shows 
that an innocent man accepting voluntarily the conse- 
quences for the evils he has not committed, could break 
the heart of the hardest of human beings This is the 
principle behind the Sathyagraha that Gandhiji enunciated, 
as a means of purifying the society, in the midst of which 
we live 


Jeremiah, known as the Weeping Prophet of the Bible 
shows us a type of suffering different frcm what we have 
seen. The suffering caused by the deepest desire to hold 
together two passions in life, love for God and love for 
followmen. Cross to him is the continuous frustration in 
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Convincing his countrymen whom he loves deeply that it is 
only in loyalty and obedience to God their future lies. He 
desires to weep day and night for his people (9, 1). 


The New Testament takes us very much further than 
this Atthe heart of it is the Cross, the picture of the 
suffering God. The following points may be worth noting. 


a) Jesus knew from the very beginning that Cross and 
suffering is the only way to fulfil his vocation as Messiah. 
Thus to Nicodemus who came to acclaim Him as the Son of 
God. He makes it clear that unless the mother goes through 
the birth pangs, the baby cannot be born into the Kingdom 
of God. 


b) In the great Eucharistic Sacrament that He 
instituted, He took the bread, the symbol of man’s pain and 
suffering ("Ye shall eat your bread in the sweat of your 
labour’) and broke it and gave it to his disciples saying 
“This is My Body’’. Thus he met man at the point of his 
pain, and identified Himself with his (man’s) suffering. 


c) At Gethsemane He prayed for the cup to be 
removed but acknowledged before everything else, inspite 
of the limitations of human desire, his highest victory is in 
proclaiming that God’s will be done. He also knew that 
bitter as the cup is, behind it is the hand of the Heavenly 
Father. 


d) Finally on the Cross, when He cries ‘My God, My 
God! Why hast Thou forsaken Me, rather than accepting a 
morbid, fatalistic attitude, He throws the question straight 
in the face of God. All this is within the frame work of ‘My 
God, My God’. The resurrection and the gift of the Holy 
Spirit vindicated beyond doubt the validity of the suffering 
so willingly offered which has ultimately unravelled the 
mystery of innocent suffering. 


Thus the Biblical teaching on the meaning of suffering 
can be summarised under the following points: 


1. In many cases there is a direct connection between 
sin and suffering. It may be that some one suffering knows 
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clearly that it is a direct consequence of the evil done. The 
priestly ministry demands us to bring out that guilty 
conscience through confession and absolution. 


2. Where this direct connection is not obvious, it may 
be that the Lord uses the language of suffering to convey 
to some one some urgent message. It is for us to listen 
and discover, by being sensitive to the movement of the 
spirit. 

3. Even while these two possibilities are not applicable 
we can rest assured that God has a purpose, that none of 
our fears is wasted and that when the curtain is withdrawn 
and we see Him face to face our questions will be answered 
Till then if we willingly offer back our sickness and 
suffering to Him, He is able to use it in ways, perhaps 
mysterious to us. for the blessing of others. Thus when we 
accept in faith, our sufferings become a joy and a victory 
and we are more than conquerors. 


4. Ultimately the answer is that God Himself suffers. 
The Bible shows us that at the heart of the universe, is a 
loving Father who accepting unto Himself, the consequence 
of the mess that man has created, plunges headlong into 
human suffering. We discover Him at the deepest point of 
loneliness and suffering and feel part of His fellowship, in 
fulfilling that which is lacking in His suffering Awareness 
of this privilege makes us declare along with St. Paul that 
‘nothing can separate us from the love of God’ because 
suffering itself is salvation. 
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CHAPTER XXII 


THE MEANING OF HEALING 


Our healing and health is Jesus Christ. He was the 
Healer, the Physician, the Nurse, the Priest, the Social 
Worker. He went about in the land of Galilee doing good 
and healing the sick About his healing ministry the Gospel 
narrates a number of instances as we have already seen 
in Chapter VIII. 


These were but partial healings, serving as signs and 
promises of the final one, at the resurrection And the 
perfect healing is the rising from the grave of Jesus Himself. 
He is the resurrection and the life; Heis our health. All 
healing activity is a resurrection service. It is a priestly 
work administering to perishing man the resurrection of 
Jesus, says Fr. RayanS.J Through healing work in the 
hospital the healing team inserts the broken man into the 
Risen Jesus. 


Whenever Jesus healed, He healed the whole man The 
paralyzed man of Capharnaum as we have in Lk 5, 17-25, 
is a typical example His sins were forgiven and he was 
asked to gst up and go. Here Cnhrist’s healing operations 
are at deeper levels in the human person. He is healed 
physically, psychologically, and _ spiritually - the whole 
person The paralyzed man of Capharnaum is the symbol 
of every sick person. Man is ill not only in body but in 
mind and soul; in himself, in his social contacts in his 
religious attitude The healing which Jesus brings, therefore, 
will have to extend not only to the body, but also to his 
relationships to the world, to the society, to the soul 
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and to anything connected with man in its depth!. This 
means wholeness, the wholeness that has become ours 
in Jesus. 


Hence, the notion of healing 


Healing means to restore an individual to the purpose 
for which God created him’? Therefore only when we heal 
the whole person in the patient we heal the patient. 


Healing does not mean prolongation of life alone: 


A heart patient of fortyfive can definitely hope for a 
longer life. Butinspite of expert and skilful care, he aies 
Yet we say he is healed, provided that he has been helped 
to accept death as a merciful sign from God towards him. 


Healing does not mean restoration of physical integrity 
alone: 


A patient with gangrenous leg may have lost it by the 
time he leaves the hospital. Yet we say he is healed if 
only he has accepted God’s purposeful plan manifested 
through his sickness; and helped by the healing team 
during his stay in the hospital, he ‘works out’, and finds 
joy and fulfilment within the limitations of his present 
condition. Real healing is wrought here. Paul Tournier, 
while speaking about the hospitalized patients says: It is 
our intuition that there is a life-plan for everyone and that 
its accomplishment will mean life’s fulfilment. It is the 
idea of God’s plan which everyman bears in his soul, even 
if he is an unbeliever’. 


If healing is real, the patient must also be restored to 
purposeful living in the society’. Dr. Miss Mary Varghese, 


1. Dr. Leslie D. Weatherhead, Psychology, Religion, and Healing Hodder 
and Stanghtor, U.S.A. p. 466. 


2. Michael Wilson, The Church is Healing, Religious Book Club, $ C M. 
Press Ltd, Bloomsburrey St, London, p. 17. 


3. Paul Tournier, The Seasons of Life, S.C.M. Press, pp 40 - 42. 
4 Michael Wilson, op. cit. p. 18. 
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C.M.C., Vellore, is a living example. Though seriously 
handicapped, she finds fulfilment in the community by 
fitting herself into it as the Head of the Department for 
Rehabilitation. 


Healing does not mean physical cure alone: 


A patient with head injury inflicted by his angry 
brother, may get physically cured in the hospital. But if 
we do not diagnose his psychological, sociological and 
spiritual wounds which ultimately caused the present 
physical wound, and effect the healing of the whole person, 
we have not healed him; rather we are sending him away 
half healed, to come back again witha larger or perhaps 
an incurable wound. The same may be said of ulcer and 
other cases, but with a difference. 


The process of healing: 


One day, from one of the nearby hospitals the gynoco- 
logist rang up and introduced a patient. Later when the 
doctor was contacted in the hospital, further information 
was given about the patient. 


The patient is a young mother of 28. She belongs to 
an upper middle class family. By nature she is very 
sentimental, affectionate but stubborn She has two 
daughters. Her husband is a business man. Now he has 
developed a drinking habit. 


Since two years the patient has been suffering from 
bleeding. She had been to more than one medical college 
hospital for treatment. So farno lasting cure has been 
wrought. 


Through repeated interviews with the patient the 
problem was diagnosed Nearly two and a half years 
back she had heard some rumours that her husband was 
visiting brothels on his business trips to far away cities. In 
her simplicity she believed it and was really upset at the 
news. She felt terribly guilty about her husband’s misdeeds; 
and was awaiting vengeance from above on her and her 
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family. Besides she had feelings of frustration at her 
husband's disloyalty. Soon she expressed her anxiety to 
him. But he confirmed his innocence. Suspicious as she 
was about her husband’s behaviours, she repeatedly 
reproached him; and denied him his rights. This was the 
beginning of a terrible catastrophe. He was forced to take 
to heavy drinks and other indecent ways. Gradually the 
family became a scene of regular fight. He threatened to 
abandon her; and many a night she spent in agony. 


Gradually she became pale, nervous and irritable; lost 
appetite and interest in life; hated her daughters; she felt 
very insecure and made attempts to commit suicide; and 
further, she developed palpitation, breathing trouble, pain 
in the abdomen, bleeding etc. All these years she had 
been undergoing treatments and many a medicine was 
tried on her, but with no lasting effect. 


Finally with the help of the doctors and the team, 
satisfactory diagnosis was made and she was helped to get 
reconciled with God through Confession and Communion, 
and ina counselling situation she was gradually helped to 
get resolved within herself. She began to love her 
daughters more and more and felt satisfied Then with 
much difficulty her husband was called and the two were 
reconciled through a rather painful process. In love and 
understanding she felt happy and secure: and the medicines 
the doctor administered became effective. Within fifteen 
or twenty days she was ready to go home. Nowitis more 
than two years; so far she has not had any recurrence. 


Here we see clearly how the process of healing took 
place through a triple reconciliation. It was effected: 


a) Through a spiritual reconciliation. 


~ by a full surrender and a total dependence on 
the mercy of God. 


~ by being sorry for her sins. 
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—~ by accepting her situation, her husband etc. 
as God-given situations to mark out her 
salvation. 


— by accepting sickness with all its consequences 
as a merciful design of God for herself. 


b) 1 .rough a psycholcaical reconciliation: Eg through 
a paintul psychological process of ‘working out’. 
If she had not worked out she would not have been 
emotionally ready to be reconciled within herself, 
with her husband and with God. 


c) Through a physical reconciliation: When the 
psychological and spiritual reconciliations were 
effected, the physical reconciliation — cure — took 
place. When the spiritual and the psychological 
person continues to be sick the physical person 
also will be sick. 


This proves that a purely technical and scientific 
medical care, less and less effective, gives way to an ever 
more pressing care of the person. The day will come when 
their ability to read or to hear will depend less on the state 
of the organs themselves than on the person’s inner 
disposition?. 


Dr. Ghraham Clarke, the famous Ophthalmologist of 
New York, ata conference of doctors at Christian Medical 
College, Vellore, presented the following. It is an excellent 
scientific study done in support of what we have been seeing 
so far®. 


Dr. Ghraham Clarke says: ‘’’ When I entered, the 
patient was standing in the midst of the room with obvious 
lack of enthusiasm. But he was willing to resign himself to 
“what you do have to put up with’, and grudgingly said 
this would be all right. About that time he touched the 


5. Paul Tournier, op. cit. p. 58. 


6. Dr Ghraham Clarke, Health and Longevity, Chaplaincy Department, C MC. 
Vellore pp. 6 - 7, 
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bed and jerked his hand away as though he had been 
burned. The sheets would have to go! Well, we were 
used to these people, so a phone call was made and the 
man’s butler came up with his own bedding. 


I think you have a fairly clear picture of this person. 
My own view was slightly aggravated, and not helped very 
much when he asked who was going to operate. I told him 
that Iwas. He asked me just what was my status. At that 
time I think I was an associate (I never can keep academic 
rank in my mind) This was not pleasing and he wanted to 
know why he was getting an associate and not the Profes- 
sor? To which I replied, “If you would like the Professor 
you can certainly have him.’’ I called downstairs to my 
partner who was Head of the Department and explained to 
him what was going on. He came up with a quizzical grin 
on his face. (I had long since learned that that grin means 
some one is going to getit.) He said he heard that there 
had been some trouble and wondered if there was anything 
he could do. The patient said, yes, he wondered why he 
was getting an assistant, and could he not have the Fro- 
fessor? My partner said, ‘Yes, but there is just one thing. 
You asked why my assistant is doing the operation. It is 
because he invented this operation, and personally,” said 
the Professor, “I have never done one.” There was no 
further argument. 


We operated with a very simple procedure. Normally 
the peculiarity of this procedure is that there is very little 
discomfort afterwards. The next morning this man was 
literally racked with pain. The resident had been called 
in twice during the night Finally he was put on morphine 
anda quarter grain lasted a bare two hours. We tried 
everything under the sun. The eye was getting more and 
more inflamed each day. The pain was getting worse We 
could not use the steroids because he, of course, had an 
ulcer. The eye finally burned itself out completely and is 
now represented by only a little nubbin of tissue The sur- 
gery had started an inflammation, as it is suppo’9d to, but 
the body had made no defence at all. That is a slow healer 
in the extreme, 
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Now let me give you the picture of a rapid healer. This 
was actually one of our own nurses, who had left the nurs- 
ing profession to go into the profession of wife and mother 
because of fringe benefits. She came back, rather happy 
to be there since she had not been back since her training 
days. She felt quite secure in knowing that she was going 
to have this trouble treated quickly by hands she was sure 
were competent. 


This woman had not had what one would call the good 
life ““ She had had a comfortable life married to a fine 
man and they had two fine daughters. Within the year 
preceding, her husband had died of a heart attack, her 
younger child developed paralytic polio and her older 
daughter by virtue of a non-understandable circumstance, 
accepted a ride home from a dance with a notorious drunk 
and she was killed in an automobile crash. Shortly after 
that, the patient discovered a lump on one breast; found 
that it was cancer and the breast was removed Yet when 
this ‘Lady Job’’ came in, she was gracious, pleasant, and 
grateful for being helped. 


I looked into her eye and was horrified. I had seldom 
seen a situation so bad The eye will stand just so much 
surgery and that’s as far as youcango_ Her situation was 
well beyond the tolerable limits. She was such a realistic 
person that when I explained to her that I really did not 
think surgery should be tried, she came back with ‘What 
do I have to lose?”” On that basis, we went ahead with the 
operation. It was as bad or worse than! expected. The 
operation was a miserable thing. I was very much concerned 
and left some heavy medication to keep her comfortable 
through the first night. 


I came in rather early the next morning and went 
straight up to her room to find out if there was anything I 
could do. I found that she had just finished a larger 
breakfast than I had had. She said that she had a 
good night’s sleep and experienced no pain whatsoever. 
(This testimony is a little suspect because she said the 
coffee was good; thatis real euphoria, ag anyone knows 
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who has tasted hospital coffee!) She was discharged from 
the hospital on her twelfth post-operative day with the eye 
completely healed. It has remained and we hear from her 
every once in a while, saying that the eye is doing well and 
that she has gone back to nursing, and all is fine. That is 
the quick healer. 


Of course, this is all rather obvious; the kind of thing 
that a child would suggest if you gave him the problem. It 
simply means that what we were saying about personal 
unity is so. If the mind (spirit) finds meaning in life, 
accepts life, it communicates this to the body which then 
puts out the appropriate cellular reaction to protect that 
life. The mind-body works as a unit”. 


Means of healing: 
l. Medication and skilled nursing care: 


Medication and nursing care as we have seen else- 
where, are two very important factors in healing service. 
Medicine is a gift of God. Just as we take milk to sustain 
health so also we take medicine to regainit Every gift is 
from God, and we are expected to administer it in that 
spirit, as responsible and humble dispensers of His gifts. 
Every medication and care thus given will touch the hearts 
and heal them. 


2. Tender loving care: 


Pain means wound. 
Wound means separation. 
Separation means lack of unity (lack of wholeness). 


Lack of unity means lack of love; for love {is unity/one- 
ness. Therefore to heal means to supply love through 
medicine, nursing care, sacraments, counselling etc. and 
every wound will be healed What makes any sickness 
awful is the unwholesome or painful aspect of it. This pain 
may be physical, psychological or spiritual. In any casein 
love man forgets every pain and his yoke becomes sweet - 
for he is healed. 
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3. The Word of God and Faith: 


The Word of God is life, love and light. The Word is 
redeeming In the hospital the Word is to be given 
utterance to in the most redeeming way. Unless the Word is 
preached how does faith come? And unless there is faith 
on the human level acceptance is all but impossible’. 


4. Prayer and the Sacraments: 


The patient is a creature of God with a mission; God is 
with him to accomplish it. As need arises He recreates him 
in time and space as He wants And we are there as 
instruments in His hands to rebuild — to further healing as 
God wills. Here our prayer must always be ‘Amen’ to show 
our openness to know His Will and accept it 


The sacraments are not a means to physical healing. 
They are to establish harmony between the natural and the 
supernatural. But it is alsoa known fact that in many cases 
besides the spiritual peace there also follows a physical 
improvement®. 


5. Counselling: 


As seen in Part I of this book it is a very effective 
means. 


Disposition for healing: 


Right attitude of the patient towards sickness and 
healing may be regarded as one of the first conditions or 
dispositions Sickness as described by the Medical 
Dictionary is a morbid process having a characteristic train 
of symptoms; it may affect the whole body or any ofits 
parts’. According to the Christian view, sickness is a 
morbid condition which opens out the individual to his 
Creator through a feeling of insecurity and dereliction. The 


7. Paul Tournier, A Doctor's Case Book, S. C. M. Press, p. 178 


8. Albert Niedermeyer, Compendium of Pastoral Medicine, Joseph F. 
Wagner Inc. New York, p. 435. 


9. Doland, Medical Dictionary, W. 8. Saunders Company, London, 1965, 
24th Ed. p. 428, 
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tight disposition, therefore, will be a total dependence on 
God and a prayerful openness to accept the healing the 
Lord wills to grant. 


There were instances when the people of the O.T. era 
in their infirmities murmured against God and they were 
doomed; for sickness and suffering did not open them out 
to God and so healing was not effected. But on the 
contrary there are other instances. St. Paul regarded his 
infirmities as a thorn in the flesh to keep him from pride so 
that he would rely only on God’s strength (II Cor 12-7). 
St. Francis of Assisi saw his, as sister sickness and its 
sisterliness helped him to go beyond and experience and 
say ‘My God and My All’. Together with medical treatment 
this attitude healed him so quick that it was considered a 
miracle. 


Secondly. the right attitude towards healing and the 
healing team and with the desire to be cured, is another 
contributing factor. Dr. Ghraham Clarke narrates his ex- 
perience as to how a woman with an eye operation was 
finally cured’: 


The operation was simple and went well. Two days 
after the operation I examined the eye and everything was 
just fine with one exception: it had not changed one 
particle from when I looked at it on the operating table. 
All the tissues were exactly as I left them. A week later 
there was still no change. Ten days later the condition, 
not having been resolved by the surgical procedure, was 
beginning to return. 


With my usual 20/20 hindsight I saw what I should have 
done before the operation. I sat down with her and said, 
“lam afraid you are under a misapprehension. I am nota 
healer. Iamasurgeon. I put tissues together so that they 
can heal as they could not if they were separated. I cannot 
heal you. I can merely put your eye back together. I must 


10. Or. Ghraham Clarke op. cit. p. 8. 
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do so again because it has come apart again, but if there is 
to be healing it will have to be yours, not mine ’’ She was 
delighted at that, and immediately broke out into 4 voluble 
conversation. We had a delightful talk for about half an 
hour. We operated the next day and ten days later she 
was healed. 


Finally the right attitude of the healing team will defi- 
nitely further healing. It could be summarized in the 
prayer of St. Francis of Assisi. 


“Lord, 

make me an instrument of your peace, 
where there is hatred, let me sow love; 
where there is injury, pardon; 

where there is doubt, faith; 

where there is despair, hope; 

where there is darkness, light; 

and where there is sadness, joy. 


O Divine Master! grant that I may not so much seek to 
be consoled as to console; 


to be understood as to understand; 

to be loved as to love, 

for it is in giving that we receive; 

it is in pardoning that we are pardoned, 

and it is in dying that we are born to eternal life.” 
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CHAPTER XXIII 


PSYCHOSOMATIC DISTRESS AND TRAUMA OF 
A MEDICAL PATIENT 

A SURGICAL PATIENT & 

AN OBSTETRICAL PATIENT 


The purpose of this Chapter is to study the psychic 
phenomena brought about by sickness in medicai, surgical 
and obstetrical patients. Sickness usually gives rise to 
various personal problems, tensions and anxieties; and 
unless we know of such tensions and traumas of the patients 
in their frame of reference, we cannot adequately help 
them. 


Many doctors, psychiatrists, chaplains, medical social 
workers, nurses and panels at Bombay, Vellore, Hyderabad, 
Palai, Nagpur, Banglore etc. have generously contributed to 
the study of these patients. They are gratefully acknow- 
ledged in the first pages of this book 


SECTION I 


The notion of sickness and the psychosomatic trauma of a 
hospitalized patient in general. 


I. Kinds of sickness: 


1 Sickness initiated and confirmed in the body:- eg. 
T. B., typhoid etc. 


2. Sickness initiated and confirmed in the mind:- eg. 
schizophrenia, 
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3. Mental sickness exhibited in the body:- eg hysteria 
and psychosomatic disorders of a functional naturei e. one 
simply says, “I can’t walk’. When he is examined, physi- 
cally he is found all right. Yet he is sick, and cannot 
walk. 


4. Physical sickness exhibited in the mind:- eg. a 
small tumour in the brain can be the cause of mental illness. 
It may be diagnosed only after death. 


II. Causative factors of sickness: 


1. Congenital:- eg defective brain, double toe; 
usually celis grow to what they should become Eut when 
they grow wrong, congenital disorders occur. 


2. Inflammatory:- eg leprosy, T.B, burning, boils etc. 
Inflammation takes place when micro-organisms invade the 
tissues. 


3. Neoplastic:- eg. cancer; when cells grow uncont- 
rollably, t’:ere will be abnormal growth. This growth may 
become tumour or cancer. 


4. Degenerative:- eg destruction of certain glands 
or tissues due to the lack of proper body—defence mecha- 
nism, undernourishment etc. 


5. Hypersensitive:- eg. predisposition of tissues to be 
irritated or deranged. It could also be due to some mental 


processes which produce some structural changes in the 
body. 


6. Idiopathic:- eg It is of unknown origin. Anything 
that is deranged may cause sickness. 


Ill. Theories of disease causation: 


It is generally accepted that the way one perceives his 
sickness and how he wants it to be treated, will always 
change his attitude and behaviour in illness; and this will 
definitely influence the effectiveness of treatment. Besides, 
the way one understands his sickness and its cause, aggra- 
vates or reduces tension. Hence to understand the patient 
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it Is necessary to make sure what theory he holds. In India 
patients generally maintain the following beliefs and 
theories as to the cause of their sickness: — 


1. Witchcraft: When the sickness cannot be diag- 
nosed, the ordinary folk sometimes attribute it to the 
influence of evil spirits And thus their anxiety mounts. 


2. Punishment for sin or wrath of God. 


3. Effect ofa curse: It is believed thata curse uttered 
by a rightsous heart and especially by ‘elders’, sadhus or 
religious persons, priests etc. may come upon the cursed 
in the form of physical or mental malady. 


4. Natural calamites, accidents etc. 
5. Epidemic, famine etc. 
6 Germ invasion of the cells and tissues. 


7. Interpersonal relationships productive of tension. 


IV. The factors that may aggravate sickness and tension: 
l. Failure to find the meaning of his sickness here and 
now 
2. Lack of psychological integration. 


3. Lack of acceptance by others as a sick person 
deserving care and concern. 


4 Lack of acceptance by the significant persons in 
his life and a consequent ‘unacceptance of himself with his 
persistent and unwholesome attitudes. 


5S A facticity and intersubjectivity productive of 
tension. 


6. Differences in understanding the sick role. The sick 
person wants to know: 


a) that his sickness is not a situation purposely created 
by himself to avoid responsibilities. 
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b) that others understand his situation as genuine and 
his need for help legitimate. 


c) that he is exempt from usual role obligations. 


d) that in this situation his reactions both physical 
and psychological are ideal or at least not unworthy. 


7. Spiritual conflicts and guilt-feelings. 


8. Other influential factors such as physical, fiscal, 
social and environmental conditions. 


V. The trauma of hospitalization: 
(The significant phases) 
A. In the waiting room: 


1) Long time spent in anxious expectation to see the 
doctor, makes him irritated, restless and angry. 


2) Lack of attention by the nurses (if at all it happens 
so) causes resentment, tension, etc. 


3) Anxiety about the seriousness of the illness. 


B. Medical examination: 


4) If it is the first time, a greater tension may be 
experienced. 


5) Removal of clothing. 
6) Painful medical procedures (if any). 


C. Admission and hospitalization: 


7) Removal of clothing and the discomfort of the hos- 
pital gown. 


8) Lack of privacy (in a ward). 
9) Bed-pan; catheterization (when needed) 


10) The distressing scenein the ward, of suffering and 
pain. 


11) The death of a patient in the next bed or even in 
the hospital. 
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12) Difficulty in communication because of the com- 
plexity of language used, even lack of speech. 


13) Social estrangement. 


14) Concern for the family left behind especially if the 
patient is mother or father of the family. 


15) Plans held up; programmes postponed. 


16) Job uncertainties. 


D. Treatment: 


17) Pain and discomfort connected with the therapeutic 
procedures. 


18) Uncertainty of cure at the persistence of external 
symptoms. 

19) Change of medicine and treatment and prolonged 
stay give rise to apprehension. 


20) Any serious development or a request for fresh 
investigation makes the patient sick. 


E. Discharge from the hospital : 
21) Regret over the lost health, time and money. 
22) Fear of recurrence. 


23) The high cost of hospitalization: From the very 
beginning the patient is threatened with this obsession. 
A poor patient may ask for reduction and if the person at 
the counter is in a bad mood, the trauma experienced 
by the patient may be the worst. It would seem that the 
man at the counter need real wisdom, to win over the 
patient, and gain economically too, even when he gives 
maximum concession to the poor. And thus, he may be 
able to sell out the hospital philosophy through the patient 
to gain witness value. 


24) The patient is faced with the problem of readjust- 
ment to normal life and to the society, especially if the 
hospitalization has been a prolonged one or if he has 
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suffered a permanent change; for any permanent change 
in the patient demands a permanent change in the whole 
person and a consequent readjustment. 


VI The factors that aggravate or reduce the intensity 
of hospital trauma. 


1. Education, 2. Culture. 3. Religious codes. 4, Age 
and sex. 5. Patterns of hygiene, eating, sleeping, modesty. 
6. Psychological background. 7. Methods of meeting the 
basic needs. 8; Values attached to life, health; personality, 
medicine, money, time etc. 9. Methods of expressing 
oneself, satisfaction and dissatisfaction. 10. Hospital inter- 
action. 11 Prejudices of the patient. 12. Hospital 
environment and other emergencies of hospital stay 


VII The psychic trauma of the hospitalized patient : 


Robert Reever says that the basic problem facing all 
hospital patients is that of reduction. Essentially, the 
patient as a person is reduced from rationality toward 
emotionalism, from self-reliance toward dependency, from 
co-operation toward complaint, from reality-facing toward 
magic-working, from social awareness toward isolation, 
from self-hood toward thing-hood |! 


The psychic life of the patient oscillates between life 
and death or health and sickness. It all depends on the 
particular patient, the nature and seriousness of the sickness 
etc. There are no two patients of the same kind; and so 
their experiences also differ even in the same sickness Yet 
there are some common psychic experiences generally 
observed. 


1. Feels insecure, anxious, lonely, bored. 


2. Feels threatened; hence there is an urge for quick 
recovery good health and a frantic search or request for 
the best doctor, medicine etc. 


3 Loses inhibitions; becomes childish and unrealistic. 


1. Pastoral Care in the General Hospital Chaplaincy, Pastoral Psychology 
XVII, June 1966, The Macmillan Company, p. 25, 
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4. Resents neglect and becomes demanding. 


S. Develops self-pity and moods of depression, rejec- 
tion etc. 


6. Expects attention, care, tenderness, understanding 
intimacy and supportive care. 


7. In chronic cases: irritability, depression, dejection, 
hopelessness, fear etc. 


8. In serious cases: fear, anxiety, tenderness. 


VIII Psychological process in malignancy: 


Every patient when threatened with a serious sickness 
or a fatal disease like cancer etc. undergoes the following 
psychological process of ‘working out’. The degree of 
intensity in going through the various steps may vary and 
the steps may not come exactly the way as given below. 
For a detailed explanation please refer the chapters on 


‘Counselling in Crisis’ and ‘Death and Dying’ in Part I of 
this book. 


The steps in a crisis of sickness: 


l. Denial and_ isolation. Usually denial follows a 
shock. eg. the doctor says that the patient is suffering from 
cancer Now the first expsrience of the strong, young and 
promising patient will be a shock and then denial and 
isolation follows. 


2. Anger. 

3. Bargaining. 
4 Depression. 
5. Acceptance’. 


IX Methods to reduce tension: 


Before seeing the psychic stress and trauma caused by 
the different sicknesses it may be good to know some 


2. 7 Mrs. K. Kubler - Rose, ‘On Death and Dying,’ The Macmillan Company, 
London, 1969, 
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points as to how to reduce such tensions. This will avoid 
revetition. Yet repetition is bound to be there both 
in narrating the symptoms and strains of each and in 
prescribing a method of approach. 


Those who work with the patient to reduce tension and 
help bring about healing, are expected: | 
1 to listen to him and respect him as an individual. 


2. to establish a trustful, loving, understanding re- 
lationship. 


3. to give supportive care and spiritual assistance. 


4. to keep him informed (if so requested by the 
doctor). 


5 to give emotional security by providing ‘nearness 
and maintaining a non-threatening atmosphere 


6. to establish rapport so as to maintain communication 
at depth-level. 


7. to bring to his notice the little changes for 
betterment. 


8. to give ‘sustained physical thereness’. 
9. to ask ‘open ended questions’ 


10. To make him feel at home by giving ‘therapeutic 
presence’. 


X Procedures to provide supportive care: 
Clinebell speaks of seven procedures to provide 
support: 
Gratifying dependency needs 
Emotional catharsis. 
Objective review of the stress situation. 
Aiding the defenses of the ego. 
Changing the life situation. 
Action therapy. 


OF he ie, Be 


Using religious resources. 
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Religious resources could be used in all the seven 
procedures. The other four types of supportive counselling 
such as crisis, stop-gap, sustaining, growth, are also bene- 
ficial here®, for details please refer Part I of this book. 


SECTION II MEDICAL 
Article | 


Trauma in certain catagories of sicknesses in general: 


Il. Patients with nutritional trouble and disorders of 
the digestive system:* 


Eating, probably more than any other vital function, 
plays a crucial role in the emotional development of the 
growing human organism — hunger is associated with deep 
feeling of satisfaction, well-being and security, while 
starvation becomes associated with feelings of being 
unloved. In essence, the wish to be loved, strivings for 
security, feelings of insecurity, possessiveness, greed, 
jealousy, and envy, all become linked with hunger and the 
process of nutrition. This indicates the close connection 
of emotional factors in disorders of the alimentary functions. 
Whenever deep emotions are repressed and blocked from 
expression through voluntary behaviour, a state of perma- 
nent tension results and may exert a chronic disturbing 
influence on the different phases of gastrointestinal 
activity by way of the vegetative pathways. The social 
aggressive nature of these emotions is likely to result in 
enviornmental conflict and consequently, in repression‘. 


* In the following sicknesses a few of the physical symptoms will be 
given in order to draw psychological and other conclusions. This is 
not a medical book. 


3. Howard Clinebell Jr., Basic Types of Pastoral Counselling, 
Abingdon Press, 1966, New York, pp. 141 - 147. 


4. Flanders Dunbar, Synopsis of Psychosmatic Diagnosis and Treatment, 
The C. V. Mosly Company, U.S.A. 
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Psychic stress: 


The patients, therefore, with nutritional trouble, 
disorder of the digestive system etc. are likely to experience 
certain psychic reactions. The following may be some of 
them: 


1. Feelings of insecurity 2. Experiencing strong 
iritability and helplessness 3. A feeling of emptiness. 
4. A need to receive; occasionally it may become an urge 
to grab and fill themselves; may develop aggression, 
antisocial attitude and self-pity; some feel sad and 
castdown. 5. Lack inhibition. 6. Demand sympathy, 
care, tenderness, etc. 7 Some resent dependence for it 
goes against self-hood. They are not independent and 
inter-dependence is hard. 8. May develop ways of 
compensation. 


Strain in their social life: 


The need for self-preservation is satisfied by taking 
in, assimilating, possessing and being provided with. It 
presupposes the need to receive, to have, tobe. If these 
feelings are not cared for and attended to, the sick can 
become aggressive, violent and antisocial, as we have 
already seen. Feelings of shyness about their sickness and 
their inferiority complex may make them retired or pose 
‘big-boy’. Physical deterioration of self may necessitate a 
psychological urge to assert, making others repulsive to 
themselves. It will cause further tension, for they yearn 
for followship, 


The need for self-preservation is a fundamental need. 
When it is attacked, the feelings san be very strong. This 
is much more true when the disease is of a psycho-somatic 
nature. Flanders Dunbar writes: The stomach symptoms 
must be considered only as indicators of the underlying 
personality disturbance. It is common knowledge that the 
great variety of functional gastric symptoms are influenced 


by worries, fears, family quarrels, business and other 
reverses’. 


5. Ibidem pp. 94-95, 
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Hence, those who approach them are expected to be 
tender, loving, empathettic, warm, considerate and 
encouraging. These patients hunger for fellowship with 
God and man as a moral substitute to keep up and preserve 
the physical self. They need to feel secure. 


II Sickness connected with the excretary function 


Psychic aspect: 


Excretion means a periodic giving out, eliminating the 
unwanted in as much asit is not necessary and in as far as 
it is necassary to keep oneself healthy. It presupposes 
conscious control, autonomy, strength, well-being peaceful 
possession etc. The opposite would mean disorder, lack of 
control, helplessness, depression, disgust, dirt, and a 
feeling he is lost, and rarely, a feeling of unworthiness. 
Hence, there may be feelings of anxiety, helplessness, 
isolation, repulsion, unworthiness, uneasiness and an urge 
to be clean, to purify, and then to be, to have control, to 
re-establish autonomy etc. 


Social lite: 


Since they feel unclean, soiled etc. they don’t like 
others to know about their sickness; they rather hide away. 
They feel they are not presentable. Those who have to 
deal with these patients will have to bear with the unpleas- 
antness of their disease. Often diet is a problem for free 
mingling with others. 


Those who work with the patients will know how to res- 
pect their demand for understanding, consideration, sup- 
portive care, empathy, exemption from role obligation, 
gratification of dependancy needs ete. 


III Skin 


In speaking of the skin as an organ of expression, it is 
important to remember that the skin is not experienced as 
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the system of layers which we know from the histological 
section, but often as a point of sensibility to situation invol- 
ving cold, heat, pain, burning, itching, sexual pleasure, 
all sorts of unfavourable idiosyncrasies, and all the qualities 
of the sense of touch; and again from the aesthetic point of 
view as beautiful, ugly, pure or impure, pale, red, smooth, 
or finally as the boundary of the body and its environment. 
It is the organ of communication between the outer and the 
inner world) Obviously, this organ, through its exposure, 
must play animportant role in the mechanism of expres- 
sion®. 


Psychological aspect : 


Therefore in any sickness which affects skin considerably 
as in chicken-pox, scabies, impetigo etc, the patients are 
liable to experience discomfort, irritation, and unwhole- 
someness, aloofness and a feeling of unpresentableness, 
shyness, ugliness all over, coarseness, resentment and 
repulsion. 


They need understanding, care and concern, a delicate 
touch, cleanliness, soothing and delicate melodies, conver- 
sation in low voice and anything, that will take away the 
bad odor. 


Social aspect : 


When the sickness is contagious they may be isolated 
But they dread isolation for fear of loneliness and also 
because of the unconscious or conscious fear of dying in 
isolation This may happen even if the sickness is not 
fatal, especially when they are alone in a room. 


The degree of social isolation will depend on the 
nature of the contagion, scars on the face and other 
subjective disposition. 


The chaplain and the staff while approaching them to 
administer the sacraments or otherwise, are expected not 


6. Ibidem pp. 115-116. 
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to show any sign of repulsion, disgust etc. in the pre- 
sence ot fhe patient. They must take sufficient hygienic 
precautions so that they could give their nearness to the 
patient and yet could be away from the contagion. A 
wrong attitude or repulsion can be very harmful. 


IV Heart cases in general 


Heart is one of the most important organs of the body. 
Hence whatever concerns the heart is also important. 
Anything out of the way causes alarm. 


Common physical symptoms: 


l. Severe chest pain 2. Palpitation on exertion 
3. Breathlessness 4 Sweating of the extremities etc. 


Psychic distress: 


Psychological strain, much more than physical one, 
causes problems. Fear and insecurity crush them. They 
know, at any time they can have the final and the fatal 
attack. It makes them really frightened, worried and 
anxious. Sad and depressed they rest. In their utter 
helplessness they abandon themselves to the care of others. 


Sociological problems : 


Heart disease cuts the patients off from their social life 
and they are forced to retire to minimum movements on 
their bed. Their plans, programmes, business concerns etc. 
are brought toa stand-still. Since they cannot talk they 
feel handicapped. 


Proper communication and better understanding will 
make them happy. Be loving and sensitive in understanding 
and communicate it to them; they will be at ease. Besides 
they need supportive care, spiritual help and constant 
‘physical thereness’ of an understanding and common- 
sensed person. The same may be said of patients with 
hypertension. 


V Neural disorders 


There can be infections, tumours, congenital defects, 
etc, of the spinal cord, brain and nerves. Depending on 
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the nature of the particular disease, the pain will be mild 
or severe. 


Psychic trauma: 


Extreme helplessness or frustration, anxiety, loneliness 
denial, bargaining, resentfulness, anger and bitterness 
against God, guardians, doctors, etc. for, often neural cases 
are hopeless. 


Social problem: 

Inability to participate in any social function both inside 
and outside the family, makes them feel frustrated and 
lonely. That they are a burden for others is 4 regular 
source of anguish. 


Often the relations suffer more than the patients. 
Epilepsy, hemiplegia, brain damage ete. make the patients 
handicapped for years or permanently; and become a 
regular burden and an endless problem, of which they can 
not openly complain, if they do so, the agony of the patient 
will be doubled. 


Probably work in the neurology section is the most 
challenging and discouraging field in healing ministry; and 
so the chaplain has to play a very important role, says 
Dr Jacob Abraham. Patiently he has to use his spiritual 
and psychological resources to make the patients accept 
their sickness and then to help the relatives accept all the 
disabilities of the sick and convince them that the patient is 
going to be in the family in this condition. 


ARTICLE II 


Psychosomatic and social distress experienced in some 
common sicknesses:— 


I Diabetes* 
There is a notion that diabetes is of the fatty and the 
rich. But actually it is found in all kinds of people. 


* In the following sicknesses a few of the physical symptoms are men- 
tioned in order to draw psychological and other conclusions. This is 
not a medical book. 
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Physical trauma: 


1. Excessive thirst. 2 Excessive urine. 3. Increased 
appetite 4 Low resistence to infection. 5 Itching. 6 Loss 
of weight in some cases. 7. Suceptibility for cataracts. 
8. In severe cases vomiting nausea. 9. Abdominal pain 
10. Numbness of the limbs 1] Quasi-starvation 12 Stupor 
gradually leading to coma 


Psychic distress: 


Patients are anxious and worried specially if they 
are aware of the susceptibility of the diabetic to insulin 
shock. Besides they have to be always cautious to protect 
themselves from wounds and infections. Added to this, 
their strict diabetic diet is a regular botheration. Often 
enough, therefore, the diabetic patients deny their sickness, 
avoid their physician, and do away with medicine and diet, 
until with a terrible sense of defeat they realize the folly of 


their ostrich-game. Then they grieve over it and accept 
the reality. 


Often their diet dogs not satisfy them fully. This will 
cause irritation, dissatisfaction, grumbling and may gredu- 
ally lead them to seek other means of satisfaction. Under. 
standing and concern for their psychological basic needs 
such as affection, attention, security, worthwhileness etc. 
will greatly elevate their spirit and will help them follow 
the treatment which they so badly need. 


Social aspect : 


It is believed to be of a hereditary disposition. Hence 
the patient fears that his children may not easily be consi- 
dered as ideal would-be-partners in marriage. Their special 


diet, and cautious living etc. do not encourage free social 
life. 


Il Peptic Ulcer 


Physical trauma: 


Ulcer is formed on the walls of the stomach or 
duodenum. The patients suffer a burning or a boring pain, 
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usually it relates its onset to the taking of food. In severe 
cases there will be vomiting and dislike for food. If the 
blood vessels rupture, the patients are likely to vomit blood 
or pass it through stool. 


Psychic trauma: 

Dejection, irritability, a feeling of being handicapped, 
dissatisfaction and other experiences are usually found in 
nutritional and digestive troubles. 


One of the causes of this disease is emotional conflicts 
and other personality disorders that revolve around the 
desire to be loved and cared for. Hence they need special 
attention. Many of them pose normal; but deep down, 
there will be some psychological problems, beginning from 
early childhood. Therefore, in the beginning stages 
psychotheraphy will be helpful to them. Irregular food- 
habits, use of spices, emotional problems, heredity, use of 
alchohol etc. usually cause peptic ulcer. 


Social problem: 


Their weak nervous system, prolonged medical treat- 
ment, special diet without chilly, need for regular diet, 
financial problem etc. will affect social life. Their demand- 
ing attitude may also cause conflict. 


III Cancer 
Physical trauma 


After the first stage it may become very painful. The 
symptoms and the intensity of pain will vary according to 
the organ affected or the part involved. Cancer of the 
st yay and breast etc. are awful with its pus-discharging 
ulcer. 


Psychic trauma: 


Fear and panic predominate. In the beginning they 
try to deny its existence by not caring for it, and by pacify- 
ing themselves and others. Then they face it with strong 
emotional reactions They become terribly disappointed, 
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dejected. Since there is no effective medical treatment, 
they have no hope of recovery. They suffer thorough 
psychological failure and lose interest in life itself. 


Social problem : 


It is very repulsive and disgusting to the patient and 
others. The pus-discharging ulcer will be smelling and in 
that situation the patient is likely to feel isolated, and as 
burden to others. Very often the society holds him in 
horror; and they are neglected. Even hospitals do not 
accept them. [his is a challenge to be taken up. 


Usually it has a social stigma. It is believed to be of 
hereditary disposition. 


At preseat it is more and more affirmed that those who 
ieel they are no more needed to play a role, because they 
have been replaced by a more efficient younger generation, 
and those who have already terminated their life psycholo- 
gically, are likely to succumb to cancer. 


Care for the patient will include gratifying dependency 
need, supportive care, spiritual assistance focusing on God's 
presence and love; and greater concern shows they are 
needed and accepted. This will help them accept their 
own disease and get reconciled to God’s ways’ They enjoy 
the presence of their dear ones. Many of them work out 
sufficiently early so as to die in peace. 


IV Typhoid 
Physical trauma: 


Fever, malaise, mortal headache, caugh, constipation or 
slight diarrhea, abdominal distension and pain, very high 
fever leading to delirium and generalized toxaemia They 


are prone to get secondary infections such as pneumonia, 
thrombophlebities. 


Psychological aspect : 


Irritated, confused, unbalanced, anxious and frightened 
about sudden unconscious death in delirium especially if 
their conscience is not in full harmony with God and 
fellowmen. 


4] 


The patient is very delicate. He is not in a position to 
speak or hold long conversations. His spiritual and psycho- 
logical needs are to be recognized and helped with 
minimum stress for the patient. It relieves him much of his 
worry and feverishness. While helping the patient it will 
be good to avoid unnecessary physical contact. 


Yt, & 

In a general hospital ward T.B. patients are rare. But 
in the out-patient department they are not so uncommon. 
T. B. can be anywhere in the body. 


Physical trauma: 


Fever, malaise, loss of appetite, nervousness, indigestion, 
loss of weight and other difficulties depending on the organ 
involved, such as breathlessness and cough for lung T.B,, 
headache for T.B. maeningites, added pain for abdominal 
T.B. Trauma will vary in acute, chronic and miliary forms. 


Psychic trauma: 


Fear of sudden death, anxiety, loneliness, emotional 
upsets, irritability, moodiness etc. Chronic patients may 
experience despair. 


Social problem: 


Sister Victoria in her case study on Miss B. as given in 
Part III of this book, speaks of the social trauma experienced 
byaT.B patient Although medical science has proved 
that this disease can easily be brought under control and 
that all the stages of this disease are not infectious, the 
social stigma is still there Patients are not well accepted 
in certain families and societies. This crisis really aggra- 
vates the condition of the patients. 


The chaplain, the medical social worker and the staff, in 
a team spirit can do much to lift them up. A good word, kind 
and sympathetic approach, encouragement, etc. will help 
them. A frank talk about the improvement they make and 
the possibility of continuing a normal life in the society 
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will build them up. Repulsion towards them may not be 
appreciated by the patients. Superstitious ideas about 
T. B. can be dangerous Sacraments are a great help to 
show them that they are loved by God and accepted by 
their fellowmen. 


SECTION II1 


Trauma in genitourinary disorders, gynaecological and 
obstetrical disorders, venereal diseases etc. 


I Genitourinary disorders 
Psychic trauma: 


Patients are generally shy to speak about any sickness 
connected with their sexual organ and its function. They 
feel rather embarrassed. Some of them blush and become 
nervous. This is much more true of women. They want to 
hide away. They do not like to be known as possessors of 
such organs. The same may be said of sicknesses connected 
with urinary tract and its function. Of course, this menta- 
lity is gradually changing to a sane and right reserve and 
a religious modesty. This reserve and religious modesty 
are to be respected to gain their confidence and help 
healing. 


Gynaecological patients with functional disorders are 
believed to have emotional conflicts. Menstrual disorders 
(dysmenorrhea, amenorrhea etc.) frigidity, other gynae- 
cological disorders and obstetrical complications such as 
spontaneous abortion, some of the complications of preg- 
nancy and delivery, come under this category. These 
patients need a different approach, simply because they 
have problems that caused these disorders and also because 
of their shyness about this sickness. 


Social stress: 


They often feel that they are not like others; inferiority 
complex, shame, puritanism, etc. cause repugnance to 
social life. 
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The characteristics of an approach needed here, must 
be one of confidentiality, respect for secrecy, understand- 
ing, non-judgemental, non-moralising Christian attitude and 
modesty. Some of them need guidance and counselling; 
others need encouragement and spiritual assistance. They 
need to respect themselves as male or female. A few of 
them is likely to suffer from guilt feelings and scrupulosity. 


II Veneral diseases 
Physical trauma: 


Pain experienced in gonorrhea, compared to other 
veneral diseases, can be severe. There may be severe 
pain while passing urine. Pain spreads through prostate, 
seminal vesicle etc. in the male, and in the female it affects 
the fallopian tubes, ovaries etc. It can cause arthritis 
endocarditis etc. Sterility, skin lesions, bone involvement, 
meningnitis, vascular, neurosyphilis and other connected 
complications like affecting of the liver, heart and ceniral 
nervous system, may cause problems. 


Psychic trauma: 


They are likely to suffer from feelings of rejection, fear 
and anxiety about their marital success, the possibility of 
transmitting the disease to the marriage-partner, their 
future relationship with the family members and partner, if 
the secret breaks out. If they have no children, the chance 
of sterility causes dread Usually they suffer from guilt- 
feelings mainly because of their disloyalty. 


Social problem: 


Social distress is caused because of the vital problems 
connected with their moral life, good name, marital success, 
self-imp~sed social isolation in certain aspects etc. 


These patients are to be handled very carefully with 
discretion and understanding so as to protect their good 
name, family life, health and soul. They need psycho- 
logical and spiritual help. If their confidence is gained 
they will come like Necodemus at midnight — a time most 
comfortable for them. 
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III Menopause 


Patients with menopause trouble are admitted in the 
hospitals as cases of functional disorders. If they are not 
helped in time they can become trouble-makers in the 
hospital for the staff, and in the family for their husbands 
and children. 


Permanent cessation of menses usually occurs between 
the age of 40 and 45. It is said 85% of women experience 
some problems connected with menopause. The intensity, 
nature, duration etc. will vary. In the case of some it is 
really hard. 


The physical trauma: 


The withdrawal of estrogen hcrmones and the change 
in metabolism, produce certain symptoms: 1. Hot flushes. 
2. Night sweats, 3. Fainting, 4. Palpitation, 5. Cardiac 
arrhythmias, 6. Breathing troubles, 7. Nervous symptoms, 
8. Quasi-stupor, 9. Sensation of heat and cold; may 
expsrience simultaneously heat in one part of the body and 
coldin enother. 10. Numbness of the head and extremities 
11. Lack of appetite, 12. Lack of sleep, 13. General 
weakness. 14. Flashing and shooting pain, 15. Scratching 
16. Burning sensation all over the body and a number of 
other complaints. 


Psychic trauma: 
1. Emotional instability and outbursts of anger. 


2 Strong irritability and the ‘gift of tears’. 


3. Increased nervousness — sometimes happy, often 
very sad, moody, cast down and lack interest in life. 


4. Hyperaesthesias, paraesthesias, vertigo resulting in 
an ingrease in emotional tension. 


5 Suspicion especially about her husband and elder 
sons. 


6. A feeling of being unwanted and neglected. 


7. Depression, frustration (rarely, up to suicidal 
attempts). 
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8. A feeling that everything is out of her control. 


9. A sense of defeat and frustration at the failure of 
he doctors to diagnose any organic disorder. Then majority 
of them take to superstitious beliefs and may try methods 
such as witch crafts etc. to no avail. 


10. In some cases obsession can be strong. There can 
be instances of Pseudo-cyaesis or false pregnancy and 
obsession. 


Social problem: 


Because of their strong irritability, emotional upsets and 
outbursts, others find it difficult to put up with them. Their 
physical and psychological weakness does not allow them 
to employ themselves fully in social activities as before. 
Gradually they may feel cut off from their social life. For 
a better and happy life they are to be encouraged to involve 
themselves in social service. Some develop aversion 
towards marital act to the extent of causing misunderstand- 
ing and quarrel, and that separates them from their partners’ 
special love and sympathy. 


These patients are liable to develop senes psychosis. 
Psychological symptoms occur even before the physical 
symptoms appear. All the physical and psychological 
symptoms may not be found in all the patients and in the 
same degree of intensity. 


One of the best ways of helping them would be to show 
empathetic understanding, and recognize their present 
situation as it deserves, then prudently bring to their notice 
the changes that has occurred in them as a passing pheno- 
mena of feminine existence. This, of course. presupposes 
that the problem has been sufficiently studied with the help 
of the team. Caution must be taken not to do more harm 
by presenting the case at an immature stage. Ina family 
counselling situation they could be helped easily to get 
resolved. If this is not done patients are likely to go to 
visit doctors with the hope that some day they will find 
out some serious sicknesses such as cancer, T.B., heart 
trouble ete. 
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During prayer they feel distracted and troubled; thus 
devoid of spiritual comfort they feel dejected, often it causes 
guilt-feelings. To help them the chaplain need real 
insight. To alleviate their suffering the family members can 
do much. They expect from their husbands love and under- 
standing, from their children love, recognition, respect and 
obedience. Inthe case of a few the problem can become 
so great that the family peace is really at stake. 


IV Obsterical cases 
Pregnancy : 


Pregnancy is not treated here as a disease or sickness. 
It is a biological event and an emotional experience in the 
life of a healthy woman. Hence it is a sign of health rather 
than sickness. But now due to the various sociological, 
psychological, cultural and economic reasons, every prag- 
nancy and delivery in the life of a married woman is not 
well accepted; and so pregnancy is often sickening. 


Some of the problems of pregnancy : 


l. Morning sickness — nausea and vomiting. 


2. Frequent micturition due to the pressure of the 
growing uterus on the bladder. 


3. There may be enlargement of the varicose veins. 

4. Back-ache and pain on the legs. 

5. Weakness. 

6. Palpitation and giddiness, if the hemoglobin is low. 


Social aspects: 


Usually pregnancy will be accepted by the husband and 
the family. But there are instances when this is not whole- 
heartedly welcomed. One more mouth to be fed will 
surely cause a financial problem especially to a poor family 
which finds it already hard to feed the elder ones. Even 
if the family can afford, still the society does not accept it 
so well. Her social companions who have stopped at two 
or three, look down upon her as an irresponsible woman or 


47 


as a sexy woman without control. None of these may be 
true. This aspect is not so often clearly expressed by the 
society: but it is the way she conceives it, and her feelings 
count. 


Psychological impact: 
There are two aspects: positive and negative. 


Positive aspect: 

1. Her vision of a family unit, with children to give her 
affection and fondness, will be quite rewarding and highly 
satisfactory, 

2. She feels more secure now in her relationship with 
husband. 

3. She feels happy with the gentleness and the special 
concern she gets from her husband and the relatives. 

4. She feels proud of her motherhood, her capacity to 
bring forth a new life; and she experiences joy about her 
baby within her, as an altogether new reproduction of her- 
self, and a sealing of her martial love. 


Negative aspects: 
1. Fear of labour pains, fear of the risk to her life. 


2. Feelings of rejection: if the child is an unwanted 
one the mother suffers a mental trauma. Sometimes there 
may be guilt-feelings. 


3. Worry and anxiety as to whether her husband will 
continue to love her as before. 


4. Fear of losing her figure: during pregnancy certain 
bodily changes will take place. 


5. Anxiety as to whether she will be able to fulfil her 
role adequately as wife and mother. 


6. Repulsion for an unwanted pregnancy. 


if the pregnancy is an unwanted one, the woman is 
again likely to suffer terrible mental trauma; she may hate 
her baby and her husband. She may be sad, depressed, 
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irritable, angry and completely dissatisfied. It can have 
far reaching consequences such as hatred for marital lite, 
frigidity, non-cooperation in sexual life, fear of men, 
neglect of children and shyness to appear in public when 
she is pregnant. 


It is here that the chaplain and the staff must help her 
especially when such help is requested. 


An expecting mother — “The woman in travail”’. 


Labours vary much to the extent in which they cause 
pain; and the intensity of pain vary much to the extent in 
which women are distressed; and women vary much to the 
extent in which they are distressed by pain. Hence distress 
makes the difference. Some of their distresses may be 
connected with guilt, moral issues, next child, conflict with 
their husbands, anxiety about a dear one, tear of labour 
pain etc. 


What a woman has conceived, she delivers. If she has 
conceived unrealistic attitude to pain, guili, fantasies etc., 
even betore the actual delivery takes piace, she delivers 
what she has conceived during her expectancy period with 
a proportionate hue and cry and then only her rea) baby 
is born. 


The nurses who are always with her will bein a beiter 
position to appease her fears, anxieties etc. If the patient 
is suttering from guilt-feelings then the chaplain may be 
the best to help her out. Expecting mothers always are 
eager to have spiritual help. A blessing, a prayer over 
her etc. help her much to feel happy, for when she is 
spiritually reconciled and psychologically resolved, she is 
ready to meet any eventuality. Often such a disposition 
helps to have a normal and easy child-bearing. 


We shall not forget that, unlike animals, human 
beings are born of the community of God's people. It is 
the community that gets pregnant; it is the community that 
bears, rears and matures a baby for the Kingdom of Heaven. 
A race, a community, a people is reflectedin the baby. 
Therefore we shall not shy away from our obligation. 
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Delivery is a biological function of the woman. But it 
is the psy: ological and personal experience of both the 
husband and the wife. Therefore they have to take a respon- 
sible decision as to the time and number. But the chaplain, 
the staff and the community make it an enriching experience 
for the couple and celebrate it as a joyous event in the 
life of the community. 


SECTION IV SURGICAL * 


The trauma of a surgical patient 


Operations can be of surgical diseases and accidents. 
Here we shall first consider the trauma experienced in the 
surgery of the diseased organ. For the sake of convenience 
we shal! consider it as pre-operative and posteoperative. 


Pre-operative psychic trauma connected with: 
1. Diagnosis: 
a) The first symptoms of a disease itself is alarming. 


b) The interview with the doctor, and problems con- 
nected with the hospitalization as seen in the first part of 
this Chapter. 


c) The ignorance about the procedures, fear of pain, 
and the risk involved in such procedures are, productive of 
tension and fear. 


d) The result of diagnosis: ‘You will have to undergo 
an operation”. Thus come the sympathetic but firm words. 
The patient, however, experiences shock. The intensity of 
the shock will vary in each case. 


If the result is really shocking the patient may deny 
the fact of sickness, and the psychological process will 
continue until he is helped to be reconciled. Here the 
patient needs supportive care as we have seen elsewhere. 


* Usually patients undergo the following traumas ina lesser degre2 of 
intensity. Hence they go unnoticed. Often it is so, not because they 
do not have trauma but because we are not able to pick up their feelings. 
When the trauma is really great, we take note of it. However, not 
all patients need the same degree of help. 
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2. Date and time of operation: when it is fixed the 
trauma increases. 


3. The night before operation is usually a ‘critical 
night’. Now the surgical patient undergoes either a mild 
or a severe trauma mainly because of the increased fears 
and anxieties. They may be: 


a) Fear of committing one’s life to the surgeon and the 
staff of whom he knows nothing or very little, says Dicks.’ 


b) Fear of the unknown; and the unknown procedures 
of the operation. 


c) Fear of death. 

d) Fear of anasthesia: 75% of all patients fear its 
effects, including the possibility of an eternal sleep. 

e) Fear of revealing personal matters under anasthesia. 

f) Fear of the length of time to be spent in unconscious 
state. 

g) Fear of the pain after operation. 

h) Fear of losing an organ especially when the organ 
is of special meaning. 


eg. lung: it affects life; breast, uterus, testicles, penis 
etc. affect self-concept, a feeling that she or he 
is less a woman or less a man; and may affect 
marital life. Reproductive organs affect marital life. 


i) Anxiety about the possible changes in life and role. 
j) Anxiety about the risk to life, health, job etc. 


k) Anxiety as to whether his needs will be attended to 
when he is unconscious. 


Fear and anxiety mount as the following remote prepa- 
rations are made. 


4. Shaving. 
5. Enema. 


7. Richard C. Cabot and Russell L. Dicks, The Art of Ministering to the 
Sick, Macmillan Company, p. 286. 

2 9 Re COMMUNITY RE ALTH CELB 

y ‘a 326, V Main, | Siock 51 


Sp a Koramens’ | 
[sy LLOoer "a eee ; a4 


Try 


6. Special attention, love and sympathy given by the 
staff. 


When everything is ready and the patient is prepared, 
it is customary for the surgeon to visit the patient on the 
night before operation. Now he has to gain the confidence 
of the patient to secure a good result next day on the 
operation table. Then the anasthetist comes.. He fosters a 
quick relationship of trust and love and gains the patient’s 
ccnfidence This will help the patient accept the operation 
without much anxiety. Then the anasthetist leaves him 
tranquil If the patient is disturbed, it will be reported to 
the chaplain; for, the chaplain had been a constant friend, 
guide and solace ever since the patient was admitted, and 
so he is in a better position to help the patient at this 
critical period. 


If the patient shows anxiety about the surgeon, the 
chaplain is the best to inspire confidence in him. To say 
“Trust in God”, “ Don’t worry”, “He is the best doctor”, 
’ Things will be all right ’’ etc. is not the right approach. 
Let him pour out his feelings, prejudices and objections 
about the surgeon and let him express his preferences. 
Then gradually help him accept the surgeon as the best 
one. If he does not come round, it is better to wait. 


It is observed that some of those who suffer great 
distress had some psychoneurotic difficulties prior to enter- 
ing the hospital’. It may be spiritual, psychological or 
social in nature 


There are instances when surgical patients bring up 
some facts of their past life as greatly disturbing their 
conscience and spiritual peace. In such cases the chaplain 
could listen and provide an acceptance and understanding 
in a non-judgemental atmosphere. Most often the Sacra- 
ments alone may be sufficient. Sometimes the guilt-feeling 
can cause so much anxiety that the surgeon cannot 
proceed If he proceedes in that conflicting situation, post- 
operative complications are likely to occur. Dr. Dominic? 


9. In his speech at the Panel of Medical Personnel at Palai 
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says, if the doctors and nurses have gained the confidence 
of the patient and if the chaplain has helped the patient to 
pour out his feelings, anxieties, guilts etc. in the confes- 
sional or in a counselling situation, danger in a medical or 
surgical emergency can be lessened. 


From my experience as hospital chaplain for six years, 
it could be said that many a patient found great happiness 
and tranquillity from the Sacraments of Confession and 
Communion they received before operation. There were 
others, even daily communicants, who wanted to make a 
General Confession, not so much to confess a grave sin but 
to make sure that they are in perfect reconciliation with 


God. 


Since the chaplain is usually the last of the visitors, he 
can make sure whether the patient needs Holy Communion 
the next morning. At the end of the visit a short prayer 
will be most appropriate. Thus helped and satisfied, he 
may be left to rest. 


Before the operation it will be good to visit the patient 
especially if he has asked forit. Sometimes a patient may 
ask the chaplain to be with him in the operation theatre. If 
the surgeon allows, it could be done to the great advantage 
of the patient. In crisis a person wants the nearness of a 
dearone. Usually the chaplain gets the privilege of that 
dear one especially when the patient does not have any 
such one on the spot 


Post-operative trauma 
In the Intensive Care Unit: 


For the first few hours after regaining consciousness, 
the physical trauma may be more distressing than the 
psychicone. But there can be instances when a patient 
weeps at the imaginary loss of an organ of special meaning 
and may continue till be discovers that it is not removed. 
But usually the physical pain will be intense. The severity 
will depend on the subjective disposition of the patient. 
Pain may be experienced from the surgical wound, infec- 
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tions, complications of other organs not yet resumed their 
normal functioning, and from complications such as bleed- 
ing etc. 


At this time all that the chaplain can do is just touch 
him in order to offer nearness. Ifthe patient asks for the 
Sacraments and is in a position to receive them, they must be 
given; An experienced and trained chaplain knows that 
his activities in the intensive care unit must be within the 
programmes or procedures agreed upon with his surgeon. 
Here as in other instances the chaplain, the surgeon and 
other team members, must, in a team spirit, respect each 
other’s obligations to the patient 


Psychological trauma might begin in the intensive care 
unit itself or later. It all depends on the nature of the 
operation and the patient. 


Any permanent change in the patient demands a per- 
manent change in the person of the patient. This may 
include finding a new meaning for himself, adjusting to 
normal psychological life, accepting the consequences (if 
any) of tre operation, building a new personality, rehabilit- 
ation etc. He could be helped in all these by the chaplain 
in a counselling situation as we have seen in PartI of 
this book. 


Physical and psychic trauma in an accident : 
I. On the spot: 
Physical trauma: 


Severe pain and flow of blood depending on the 
severity of the accident 


Psychic trauma: 
1 Fear about the seriousness of the accident. 
2. Fear of death (in some cases). 


3. Anxiety to get into the hospital and to receive 
help. 


4  Restlessness and tension if the distance to the hos- 
pital is long. 
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Il. Jn the Casuality-Room : 
1. Anxiety to meet the doctor. 
2. Anxiety about the limbs. 


3. Insome cases there may be an xiety about +'1e doctor, 
for, in an accident the patient is not free to choose the 
doctor he wants. 


Ill. Trauma of diagnosis. 
IV. Hospitalizaiion: 


Regular regression due to blood, pain, fever, swelling, 
awkward limbs, unfamiliar environment. stay in the hospital, 
dressing etc. 


V. Operation (in some cases) ; 


He is told of the need to undergo an operation and the 
patient gets ashock. ‘‘Can you save my limbs, Doctor?” 
comes the anxious voice. ‘Yes, we will try”, replies the 
Doctor. 


VI. Pre-operative trauma. 


VII. Post-operative trauma. 


If a limb is amputated the patient undergoes tremend- 
ous trauma, depression, anxiety, tension, insecurity. The 
rest as in the previous case. 


Before the operation itself, the chaplain must help the 
patient to meet any eventuality. Usually-the doctor can 
only say that he will try to save the limbs. But if the patient 
is not prepared he may find it difficult to suffer the loss: 
and it may happen, as it happens in rare cases, that 
a patient continues to get pain from a toe or a leg that is 
already amputated. 


In the post-operative period the chaplain must continue 
supportive care and spiritual ministry in such a way that the 
patient must be helped to encounter God in the chaplain. 
There have been instances when even atheists have 
requested special prayers and blessings from the chaplain 
just before operation. Yes, the opportunity is unique. 


55 


Whatever said in this chapter is valid for all the 
patients except when pertaining to their spiritual care. The 
chaplain must be very careful to respect the religious 
sentiments of the sick. If patients belonging to other 
religions request for their own minister, they must be 
obliged. Of course, there are instances when Hindus, 
Buddhists etc. ask a Christian Pastor to pray over them or 
bless them etc. On such occasions it must be prudently 
done to the benefit of the patients. 


In this Chapter the physical, psychological and socio- 
logical aspects of a patient’s traumas are treated to some 
extent. Now it will be good to know that the patient also 
suffers a spiritual trauma. This differs from person to 
person. In the tollowing charts the various traumas 4s 
experienced in three different actual cases are somewhat 
faithfully indicated. 


A case of an accident: 

The patient had been to celebrate the success of his 
Firm. He meets with a motor-car accident. He is thirty 
five years of age. 
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A case of cancer: 


A patient of thirty eight years of age, and well placed 
in life at a salary of Rs. 2000 per month. The patient was 
helped and at the end he worked out well both psycho- 


logically and spiritually. 


| he Physical: B: Psychic; C: Spiritual 


| Accident 21 Shame 
2 First symptoms 22 Death of a patient 
3 In the waiting room 23 Rupture of the cancerous ulcer 
4 Diagnosis and first aid 24 Acute pain 
> Trauma of hospitalization 25 Bleeding and pain 
6 Pain, fever, etc. 26 Depression 
7 Concern for the family 27 Outbursts of anger against God, 
8 Job uncertainties doctors, etc. 
9 The need of an operation is told 28 Catheterization 
10 Shock 29 Sinful life for two years 
11 Denial 30 Sinful life for one year 
12 Delirium 31 Fear of death 
13 Pre-operative trauma 32 Confession 
14 Operation 33 Acceptance 
15 Amputation of the limb 34 Holy Communion 
16 Post-operative complications 35 Integration 
17 Dressing of the wound 36 Daily Communion 
18 Removal of the stitches 37 Death 
19 Persona! factors & conflicts 38 New limb 
20 Financial problems 39 Re-adjustment 

for the new limb 40 Rehabilitation 

—> “—as> > — 
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CHAPTER XXIV 


SACRAMENTS IN THE HOSPITAL 


In the hospital all the Sacraments, with the exception 
of the Holy Orders, are administered and received. Usually 
on an emergency call they are confected and administered. 
It demands, therefore, that the chaplain be well-versed and 
ready at all times to administer the Sacraments validly and 
licitly. It will help him to avoid unnecessary disturbances. 
Besides at any time he could dispense his duty to his great 
satisfaction and to the benefit of the sick, their relatives, 
and the staff. The general norms for confecting the Sacra- 
ments are given in Canons 731, 732, and 733. In the light 
of Vatican II they are to be understood together with the 
particular norms that govern the administration of the 
Sacraments in the hospital. 


The purpose of the Sacraments: 


The purpose of the Sacraments is to sanctify men, to 
build up the Body of Christ, and finally, to render worship to 
God. Because they are signs they alsoinstruct. They not 
only presuppose faith, but by words and objects they also 
nourish, strengthen and express it; that is why they are 
called “Sacraments of Faith’’. They do indeed impart 
grace, but, in addition, the very act of celebrating them 
disposes the faithful most effectively to receive this grace 
in a fruitful manner, to worship God duly and to practise 
charity. 


It is, therefore, of capital importance that the faithful 
easily understand the sacramental signs and with great 
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eagerness have frequent recourse to those Sacraments 
instituted to nourish the Christian life'. 


Baptism 


Baptism is the gateway to salvation; and so in our 
hospitals it is to be given the importance it deserves. 


Usually in hospital work the priest is called upon to 
administer the Sacrament of Baptism to infants and to 
small children who are born prematurely, who are in need 
of an operation, who must undergo a blood transfusion and 
who have any sickness or defect that could be fatal. 
Adult Baptism, sometimes to patients instructed only in the 
essentials of faith due to time and circumstances, will 
often bein order. Since many emergency situations invol- 
ving the unbaptized arise, we must also often utilize the 
services of extraordinary ministers’. 


Canon 759 says that Baptism could be given by anyone 
who uses the proper matter and form and has the right 
intentions. Canon 743 instructs that those who are in 
charge of souls must train especially the obstetrical nurses, 
doctors and surgeons in the proper manner of baptizing in 
cases of necessity. The chaplain should recognize the 
Baptisms administered by the staff as valid; if the contrary 
is proved then the patient must be re—baptized conditio- 
nally. The following Canons speak of Baptism in emergency. 
Canons: 746, 1 — 5; 747; 748; 749; 750, 1 — 2; 751; 752, 1 - 3; 
753,1-2; 754,1-4; 759,1-3. The staff must inform the 
chaplain of all emergency Baptisms, so that he could enter 
them in the record and inform the parish priest of the 
baptized. A certificate must be given to the mother of the 
baby baptized before she leaves the hospital. 


Penance 


The Sacrament of Penance contributes much to the 
healing of the sick. Many a patient feels happy and relieved 


|. Vatican I], Decree on the Liturgy, No. 59, 


2. The Apostolate to the Sick, The National Association of Catholic Cha- 
plains,. The Catholic Hospital Association, Mo. U.S. A. 1967 p. 79. 
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after making a good Confession. Thus relieved they are 
better disposed for a physical healing. But the main 
purpose of this Sacrament is to effect reconciliation with 
God; and generally patients feel the need for it. Hence 
the chaplain must be at all times ready for this Divine 
service. 

Problems surrounding the Confessions of patients: 


l. Time and convenience: 


Usually patients are self-centred, insecure and an- 
xious; and now that they have ample time they reflect on 
themselves. Their self-centredness and the sense of 
insecurity, create a disposition that makes them go into 
deeper levels of their being in such a way that some feel 
the need of making a General Confession. In their anxiety 
to insure perfect reconciliation with God they are liable 
to narrate not only sins, past and present, but even matters 
quite unnecessary for the validity of Confession. Yet they 
must be given time to express themselves in as far as it is 
necessary to help them. This means that the chaplain must 
be fully at their disposal. He should not be in a hurry; 
nervousness, haste and harshness, make themselves felt 
even before a word has been spoken; the atmosphere has 
been marred. On the contrary the priest’s life of prayer, 
his spirit of faith, his patience, his broad understanding, all 
contribute to the sacred atmosphere’. 


Besides, the priest should not insist upon the patient's 
going to Confession. This may drive the patient away from 
the Sacrament altogether. Worse, it may force him to make 
a bad Confession. Gentleness, charity and true compassion 
on the part of the priest, will bring a person to Confession 
when he is ready. The chaplain by his kindly manner, can 
help the penitent to make a proper purpose of amendment 
and thus receive the Sacrament with the greatest possible 
effect. 


3. Andreas Snoeck, Confession and Pastoral Psychology. The Newman Press 
Westminister, Maryland, 1964. p. 7. 


4. The Apostolate to the Sick. op. cit. pp. 81-82. 


60 


2. Privacy: 


In a general ward sometimes beds are so close that the 
sick may not have sufficient privacy to make Confession. 
This problem could be solved by using curtains or screens; 
or even by removing the patient or his neighbour to 
another room. The measure of privacy may be improved if 
the confessor places his ear close to the mouth of the 
patient, avoiding, of course, direct breath. 


In a hospital situation there are instances when a 
chaplain may excuse a patient from integral Confession, 
reminding him, if possible, to confess in detail later. This 
may be done for various reasons. 


3. Physical condition: 

The patient may not be able to speak very clearly or at 
all. Yet by brief and concise questioning concerning his 
spiritual life and the enumeration of the Commandments, 
the priest will usually have sufficient reason to give 
absolution?. 


4. Availability: 

Every facility must be given to the sick to approach the 
Sacrament of Confession. The chaplain could make himself 
available at certain times at the Pastoral Care Office or in 
the chapel. But the majority of them need him at their bed- 


side. This could easily be done by going from ward to 
ward or from bed to bed. 


5. Language: 


In small hospitals this may not bea problem. But in 
large hospitals especially in the cities there may be patients 
from various regions and countries. In such cases the 
chaplain can try to understand them in their own language 
or provide another confessor or abide by a ‘polyglot’. 


The Holy Eucharist 


Our life is Christo-centric; and the centre of our 
worship is Jesus in the Holy Eucharist. The patients, there- 
fore, hunger after this heavenly Sacrament. 


5. The Apostolate to the Sick, op. cit. pp. 82-83. 
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While all the Sacraments administered in a hospital 
have their individual importance, the carrying of Holy 
Communion to the sick is the most important work. Here, 
literally, is man-to-God and God-to-man in action 
and in reality. However, the newly appointed hospital 
chaplain is bound to encounter unexpected and unusual 
circumstances — as will, for that matter, the veteran 
chaplain who may have been serving his daily rounds for 
years. One thing is certain: the priest cannot presume 
that everything will be in order in a given room or ward 
simply because he has been notified that certain patients 
will be receiving Holy Communion at an agreed upon time. 
Groundwork must come first to insure that the Blessed 
Sacrament will be administered with proper reverence and 
dignity’. 

The actual place to begin preparations is the nurses’ 
station. Usually nurses are very cooperative with the 
chaplain. They prepare the patient, take the list in time 
and assist in administering the Sacrament. But he need not 
expect it always especially in a non-Catholic hospital; there 
perhaps, he will have to be all alone in his ministry There 
are instances when he will have to simplify the ceremonies 
according to places, circumstances etc. 


Preparations: 


The Holy Eucharist must be administered with due solem- 
nity ana dignity. Even without any of these the Lord will be 
present. Yetwe who believe it asa Sacrament, a sign, must 
express our faith externally so as to inspire the same 
sentiments in others. Hence, it is becoming that we do 
make due preparations: 1. Alinen to spread on the table. 
2. Acorporal. 3. A vas of water with a purificator. 4. Holy 
water. 5. A Crucifix. 6. Candles. 7. Bouguet. 8. Prayer- 
card. These may be arranged in the first room or ward 
and in the last room or ward. So also the prayers before 
and after Holy Communion will be said in the first and the 
last room or ward respectively. But the “Amen” to be 
answered to the prayer “The Body of Christ’ will be said 
by every communicant. 


6. The Apostolate to the Sick, op. cit. p. 83. 
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In the administration of the Sacramenis especially in 
that of Baptism and Holy Communion the pastoral care team 
of the hospital can do much. The chaplain will do well to 
train them for this task. Whena priest is not available the 
sister—counsellors may distribute Holy Communion to the 
patients if so needed and if the bishop of the place permits. 
This may be a need in North India. 


When a patient is on mask precautions or in the oxygen 
tent, oron N. P.O. (nothing by mouth), the priest should 
abide strictly by the local rules that apply to such situations. 
Sometimes the doctor may allow the patient on N. P.O. to 
receive Holy Communion. But this should be cleared with 
the doctor before the Sacrament is given to such a patient’. 


How often should a patient expect the priest to come 
to him with Holy Communion while he is in the hospital? 


The ideal is to have the patient receive Foly Com- 
munion every day if he desires. There may be circumstances 
that prevent this (e. g. X-rays or certain forms of laboratory 
work; or the patient may be too ill to retain food). Barring 
such circumstances, the ideal is daily Communion. 


As was noted previously, some priests may object that 
daily Communion in certain cases sets an unrealistic pattern 
for a patient who, outside the hospital, might receive rarely 
ornot at all. But no priest should under-estimate the 
tremendous grace of the Sacrament of Holy Eucharist. 
Even a lax Catholic may experience a complete spiritual 
turn-about after a programme of frequent Holy Communion, 


In the case of seriously ill children who may not live to 
reach the usual age for First Holy Communion, Communion 
can certainly be given. The norm applied by Pope John 
XXIII is a very fitting one to follow. Whena four-year-old 
boy, terminally ill with leukemia, was brought to the Holy 
Father with the request that he be allowed to receive Holy 
Communion, the great, saintly Pope asked the child this one 


7, The following passages on Eucharist are taken from The Apostolate to 
the Sick, op. cit. pp. 85-87. 
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question: ‘ What is Holy Communion?” The little boy 
answered: ‘Jesus’. Pope John permitted him to receive 
his First Communion. 


Adult patients who have not received First Holy 
Communion should be instructed properly in the hospital 
or at home, if there is time. However if the patient is criti- 
cally ill and there is no obstacle to his valid reception of 
the Sacrament, he might be given Holy Communion with 
the simple knowledge that it is the Body and Blood of 
Christ. 


Among the unusual circumstances that arise in regard 
to the reception of Holy Eucharist is the case of the patient 
who can take no food at all except through what is called a 
levine tube. The Chancery Office of New York has given 
permission for seriously ill patients who have been fed for 
some time only by tube to receive a smail particle of the 
host through the tube. Naturally, great care must be taken 
in such cases and the full cooperation of the medical staff 
attending such a patient is needed. But think of the con- 
golation such a privilege would bring to oneself under 
similar circumstances. 


An indult was granted in 1959 by the Holy Office to 
allow reception of Holy Communion only under the species 
of wine. The case concerned one who had a severe allergy 
to wheat; yet other circumstances could possibly justify the 
same procedure (cfr. Canon Law Digest V., P. 434). 


Time to receive Holy Communion : 

At any time of the day or night Holy Communion or 
Holy Viaticum could be received: preferably during the 
Sacrifice of the Mass, if it can be so arranged in the 
hospital. 


The Eucharistic Fast: 

A note on the Eucharistic Fast: An extension of Christus 
Dominus on January 6, 1953, Sacrum Communionem of 
March 19, 1957 (cf CLD IV, P. 287) permits the sick, even 
though not confined to bed, to take any liquid (except 


alcohol ) or any medicine right up to the time of receiving 
Holy Communion. 
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Confirmation 


When in danger of death Confirmation can be admini- 
stered. No changes are made in the rite if an extraordinary 
minister confers Confirmation. When those in danger of 
death are confirmed the entire rite is to be used if possible; 
if not, the rite consists simply of the laying on of hands with 
the accompanying prayer, followed by the chrismation with 
its formula, though other elements can be added, if 
convenient. Incases of extreme urgency the chrismation 
with its formula is all that is required. Should children be 
in danger of death, they are to be confirmed even if they 
have not attained the age of reason’®. 


In danger of death: 


Provided no bishop is easily available: parish priests 
and parochial vicars, and if these are absent, vicarii 
cooperatores, priests in charge of special parishes; vicarii 
oeconomi, substituii or adiutores; finally, if none of these 
is available, any priest who is not under censure or 
canonical penalty. 


In the past, extraordinary ministers of this Sacrament 
were explicitly named and the limits of their capability 
sharply defined. In 1946, however, the Constitution 
Spiritus Sancti Munera designated senior chaplains in 
institutions serving child patients (hospitals, orphanages, 
child-caring institutions) as extraordinary ministers of 
Confirmation. More recently, the privilege of confirming 
was extended to regularly appointed chaplains of hospitals, 
prisons and child-caring institutions. The conditions for 
using the faculty are: 


1. There is danger of death. 


2. The pastor of the local parish is not available. 


(The impossibility of assistance by the bishop or the 
pastor may be either physical or moral) 


As in the case of Baptism, records must be kept in the 
parochial books concerning individual Confirmations. Also, 


8. C M. March, 1972. pp. 106-113. 
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following the administration of the Sacrament, notice must 
be sent to the parish of Baptism and to the person’s present 
parish. | 


An apostolic mandate permits administration of Confir- 
mation in case of grave illness. The Motu Proprio Pastorale 
Munus of November 30, 1963, provides in faculty 13, 
’To grant to chaplains of any kind of hospital, infant asylum 
and prison, faculty to administer the Sacrament of Con- 
firmation, in the absence of the pastor, to those of the 
faithful who are in danger of death. To be observed are 
the norms set forth by the Sacred Congregation of the 
Sacraments in its decree, Spiritus Sancti Munera of 14 
September 1946, for a priest administering the Sacrament of 
Confirmation.” 


It should be noted that: 


1. This applies to any priest who is considered the 
chaplain of a given hospital, infant asylum or prison. 


2. The faculty may be exercised in the absence of the 
pastor (Parocho non praesente); nothing is said concerning 
his availability. 


3. There must be danger of death. Nothing is said 
about the cause of this danger of death; therefore it is not 
limited to danger of death from grave illness. 


4. Presumably the most applicable part of the decree 
Spiritus Sancti Munera is section II or III; certainly no pro- 
vision of Part I should be interpreted so as to limit the 
faculty of Pastorale Munus’. 


The extension of the faculty to all the regular chaplains 
has permitted a much wider administration of Confirmation. 
The Anointing of the Sick 


S. The Sacrament of Anointing prolongs the concern 
which the Lord Himself showed for the bodily and spiritual 
welfare of the sick and which He asked His followers to 


9. The Apostolate to the Sick, op. cit. pp. 87-88 
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show, also. This Sacrament has its beginning in Christ and 
it is spoken of in the letter of James; the Church has come 
to celebrate it for the faithful when they are ill.'° 


The celebration of this Sacrament consists especially in 
the laying on of hands by the presbyters of the Church, 
their offering the prayer of faith and the anointing of the 
sick with oil sanctified by God’s blessing This rite both 
signifies the grace of the Sacrament and confers it. 


6. The proper grace of this Sacrament gives strength 
to the sick person. This grace endows him with God-given 
peace of soul to bear his suffering. It also effects the for- 
giveness of his sins, if this is necessary. And, if God so 
wills, the sacramental anointing can even effect a total 
restoration of physical health. 


7. The Anointing of the Sick, which includes the prayer 
of faith (James 5:15), is a Sacrament of faith, just as 
other Sacraments are. This faithis important both for the 
one who administers it and particularly for him who receives 
it. The sick man will be saved by a faith that looks back 
to the Sacrifice of the Cross (which is the source of the 
Sacrament’s power) and looks ahead to the Kingdom to 
come (which is pledged in the Sacraments) 


Subject of the Anointing of the Sick: 

8. The letter of James states that the anointing should 
be conferred upon the sick to raise them up and save them. 
Special care and concern should be exercised in seeing 
that those who are dangerously ill receive the Sacrament. 
It is not, however, a Sacrament only for those who have 
reached the very end of their lives; it is certainly appro- 
priate for a Christian to receive it as soon as he begins to 
be in danger of death from sickness or old age. 


The danger of death can be either proximate (that is, 
the time when death is clearly approaching), or remote 
(when death must be considered a possible outcome, even 
though medical treatment offers hope of a cure). 


10. The following numbers are taken from the ‘‘New Rites For the Sick’’ 
CBCI. Commission for Liturgy, Bangalore-5, 1972. The numbers are 
those given in the Rite itself. 
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A prudent or probable judgement about the danger of 
death, made by the pastor or priest, is sufficient (see Pius 
XI, Epist. Explorata res, 2 Jan., 1923); in such a case, there 
is no reason for scruples. 


9. This Sacrament should not be repeated for the same 
sickness, but only if a new sickness is involved or when the 
sickness lasts a long time and the patient has shown some 
improvement. 


The anointing is not to be repeated in the last moments 
of life. 


10. A sick person should be anointed before surgery 
whenever a dangerous illness is the reason of the surgery. 


11. Old people may be anointed if they are clearly 
weak even though no dangerous illness has been 
diagnosed. 


12. Sick children may be anointed, if they have suffi- 
cient use of reason to need the strength and consolation of 
this Sacrament. 


13. Bothin their public teaching and privately, pastors 
should encourage people to ask for the anointing on 
their own initiative; and, as soon as the time for the anoint- 
ing comes, to accept it with faith and devotion, not misusing 
this Sacrament by putting it off. 


14. The anointing may be conferred upon the sick 
people who have lost consciousness or the use of reason, if, 
as Christian believers, they would have asked for it, were 
they in control of their faculties. 


15. Whena priest has been summoned to attend a 
person who is already dead and gives no signs of life at all, 
he should pray for the dead person, asking that God forgive 
his sins and graciously receive him into His Kingdom The 
priest is not to administer the anointing. But if he is unsure 
whether the sick person is dead or not, he may administer 
this Sacrament conditionally, if there is no danger of 
scandal. The chaplain, therefore, need not worry too much 
about the extreme seriousness of the sickness. He must 
stress the healing aspect of the Sacrament more. Hence, 
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he need not wait for the critical moments. Deserving 
patients could be anointed sufficiently early so as to avoid 
emergency. 


Often the priest will be called to the emergency room 
where members of the medical staff are frantically working 
over a stricken form hoping to rekindle the spark of life. 
This is not the time for false modesty if the patient is not 
fully covered nor for a request to the staff members to 
withdraw while the priest goes about administering the 
Sacrament. This is the time for “short forms.’’ Later, when 
the patient is taken upstairs and settled in his bed, the 
chaplain will probably have opportunity to give more 
leisurely attention to his needs.!! 


Matrimony 


Canons 1043, 1044 and 1045 give the hospital chaplain 
all the faculties he needs. It is necessary that the chaplain 
helps the sick to have their marriages rectified; it will help 
them to have the grace proper to this Sacrament; and to 
redeem the good name of the people concerned. 


It. The Apostolate to the Sick, op cit. p. 90. 


CHAPTER XXV 


COUNSELLING AND SPIRITUAL DIRECTION 
CONFESSION AND PSYCHOTHERAPHY 


Spiritual direction in a hospital is a valuable practice to 
be encouraged. The staff and the patients will benefit 
much if opportunity is provided. In the hospital situation it 
could be either occasional or regular, collective or personal. 
For the patients it can only be occasional, for they come 
and go When they are sick and laid up they have time to 
think of their spiritual life and consult the chaplain who 
may be a better person to help them out in their sickness; 
it is just like going from a general practitioner to a 
specialist; and the chaplain is a specialist. In South India 
many go for spiritual direction. This may not be so among 
the patients in the North. But the staff need it. 


Spiritual direction in its broader sense could be given 
by sisters and brothers, who are working in the hospital in 
various capacities and those in the pastoral care team. They 
may give it to a staff member or to any one who seeks it with 
trust and freedom. Here their freedom to open or not to 
open their consciences must be respected. (cfr. Decree 
Quemadmodum. Dec. 17, 1890). However, according to the 
more accepted usage in the Church, spiritual direction is 
usually exercised by priests, who by virtue of their office 
are expected to be the best equipped to be directors and 
because of their state in life are more assured of the help 
of God'. 


[. Henry J. Simoneaux, Spiritual Guidance and the Varieties of Character, 
Pageant Press Inc., New York. 1956 pp. 12-13. 
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What is spiritual direction? 

Spiritual direction is a help given to the directed to 
enable him to make a free response to the inspirations of 
the Holy Spirit; so that freely he may be attuned to the 
movements of grace as to recognize and respond to God’s 
call and work out his perfection within his vocation. It is 
the work of God and He accomplishes it generally through 
the human instrumentality. 


It is a charisma; that is, an absolutely gratuitous gift 
that the Holy Spirit makes to whom He wills. We might 
prefer it to be an art that we could master, and the first 
thing to recognize is that it is not. The Master is the Holy 
Spirit, whose gifts are given as they are intended to be 
given. This does not mean that we have to wait passively 
to be pushed into action. God expects us to make ourselves 
ready for this gift?. And once received it should be 
developed. At present many priests find it difficult to give 
spiritual direction and many more people find it hard to 
have it from them; because, as Willibald Demal observes: 
the art of understanding the human soul has been lacking 
during the priests’ preparation for their future calling®. 


The aim of spiritual direction: 


While talking about the Gospel life, St. Francis of Assisi 
in Chapter X of his Rule says, “We must have the 
Spirit of the Lord and His holy operation’. For, this Spirit 
helps us to become as perfect as the Heavenly Father 
(Mt. 5,48). But are we of this Spirit? We must discern it, 
St. John says: It is not every spirit my dear people, that 
you can trust, test them, to see if they came from God” 
(Jn. 4, 1). Yes, we must discern the right supernatural 
Spirit, and spiritual direction is one of the best means we 
have to this end; for, its purpose is to help a person to 
know Christ, himself, and the degree of freedom he has, 
and to enable him to grow in freedom in such a way that he 
becomes docile to the Holy Spirit. 


2. Jean Laplace, The Direction of Conscience, Geoffrey Chapman London. 
1967 p. 191. 

3. Willibald Demal, Pastoral Psychology in Practice, The Mercier Press Ltd. 
Cork 1955 p. I. 
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We see, then, says Jean Laplace, that the dialogue of 
direction, whether it is envisaged in its early stages or at a 
later point in the spiritual life, cannot develop unless it 
respects the freedom of the other. Direction is not an 
arbitrary matter; it must pay attention to the personal 
development and the possibilities of an individual. The 
service of God requires free hearts, and the spiritual life 
cannot flourish unless the inmost forces that move 
each one of us, are taken account of so that they become 
responsive to the action of the Holy Spirit. It is for us to 
dispose ourselves by developing our freedom and purifying 
our hearts, to receive the always unforseeable gifts of 
grace’. 


This presupposes that the directed already has a 
certain sense of freedom. Respecting his freedom, the 
director must aid him in the pursuit of perfection. The 
decisions made and the means chosen, must always be his 
own: otherwise direction can very well prove to be more 
harmful than beneficial>. As Van Kaam puts it, here freedom 
is more than the right to choose his life or to enforce his 
beliefs. Itis the ground from which he rises to meet his 
situatation as a person’. 


The nature of the spiritual dialogue: 


Spiritual direction is a dialogue, and like all dialogues 
itimplies a personal relationship between human beings. 
Given this object, it calls on the deepest resources of each 
of them and brings into play the whole range of affective 
contacts. A director, under the necessity of committing 
himself, may be seized with panic at the affective deficien- 
cies that this threatens to reveal to his own eyes or to 
another’s; he may then refuse the challenge of a deeper 
relationship, and take refuge in a conventional attitude, in 
which, dialogue is accepted as a necessary duty but where 
neither partner gives himself without reserve. This kind 


4. Jean Laplace, op. cit pp. 28 - 29. 

5. Henry J. Simoneaux, op cit. p. 14. , 

6. Adrian Van Kaam, The Emergent Self Book Iil, Dimension Books Ltd. 
PA. 1968. p. 17. 
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of abstract and impersonal relationship is quite useless. It 
is to meet the expectations of another, the one accepting 
it must commit his whole being’. 


In loving encounter a person discovers himself. Van 
Kaam writes: Some encounters make me aware of my 
generosity, others of my sensuality, jealousy or aggressive- 
ness. Others again make me conscious of an aesthetic 
ability I did not know existed in me, or they evoke an 
interest in an area of life that was dormant until encounter 
with a person of kindred interest awakened me to this 
response Man is structured in such a way that he needs 
the other to say “yes” to what he is end to what he tries to 
accomplish’, Its aim is not to fashion a person in accor- 
dance with one or other theory of personality, but to help 
to bring about a free, unique person who will then feel, 
think and act as an “1”; thus enables the person to 
actualize himself on a levei and to a degree which he 
never would have reached if he had been left alone’. 


One who is receiving direction must feel himself 
loved befor> he can give his confidence. But he himself 
does not know what he wants, because he has probably 
never had very deep relations with any one, and has never 
understood himscli ... so you must love him to start with. 
Then he will know what you are talking about. It is only ia 
concrete human relationship that love is learned, not from 
books or lectures. A spiritual tather has to know every- 
thing for his pupil, and must help him to discover whai it 
means to exist for someone and in relation to someone’. 


This relationship should not be stopped there. He 
must be concerned with others. The director must, there- 
fore, introduce him to other relationships, toa family of 
relationships anda ‘body’ of relationships, where in love 


7. Jean Laplace, op. cit. pp. 56 - 57. 

8. Adrian Van Kaam, Fulfilment in the Religious Life Vol. I., Dimension 
Books PA. 1967. p 307 

9. Adrian Van Kaam, The Art of Existential Counselling, Dimension Books, 
Wilkes - Barre, PA. 1966. p. 53. 

10. Jean Laplace, op. cit. pp. 61 - 62, 
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that is given to him, he discovers wider dimensions of his 
self, God. objectives, the voice of God, vocation, his role 
and place in life. Love thus liberates him; he is helped 
then to remove the obstacles and release his own inner 
forces, the dynamism of his nature, as so many indications 
of grace. 


The essential thing, therefore, is not to talk but to 
develop freedom, desirous only of God’s will. The decision 
will come of itself at the right time, if our care has been to 
make it possible. The preparation of a balanced human 
being takes place on all levels simultaneously, through 
confrontation with life, with others and particularly through 
relationships with the opposite sex; but it must never be 
forgotten that grace is performing its secret work in this 
soul that has not yet achieved maturity, or is struggling 
with numerous emotional conflicts. We may be favourably 
impressed with the results obtained, and then we must be 
on our guard against pushing the individual into a premature 
decision. Itis for him to feel that the moment for taking it 
has come!!. This is much more true when the directed is 
in a vocational crisis. 


The relationship between the spiritual father and the 
directed is one of real love, Jean Laplace says that there 
are some, perhaps, who feel it strange that these human 
sentiments should be evoked in relation toa reality of so 
high an order as the spiritual life. Insistence on this point 
may appear to them as an infidelity toward grace, ora 
concession to the spirit of the world. A certain kind of 
religious education has accustomed them to treating nature 
as dangerous or negligible!*. There are others who 
discredit it as an unconscious compensation. These are 
definitely wrong attitudes. All the same in this relationship 
the director is expected to go beyond; and his desires must 
move on in Submission to grace. Here the director's model 
must be John the Baptist who received the disciples to let 
them go to the Master. Prudence and grace must be his 


11. Ibidem P. 150. 
12 Ibidem p. 63. 
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protection. He must avoid exclusive and possessive attach- 
ment, at the same time he is expected to avoid all that 
abstract, fearful and impersonal love that profits none 
at all. 


The difference between spiritual direction and 
psychological counselling 


From what has been said above we can easily gather 
that there is something in common between spiritual direc- 
tion and counselling. Yet they are not the same. They 
differ much, so much so, it is agreed upon that the spiritual 
director should not bea psychological counsellor at the 
same time to the same person. 


In Part I of this book we have already seen what 
counselling is. All the same we shall consider some of the 
differences. 


l. The aim of spiritual direction is to help the directed 
to achieve his freedom with the ability to make a free 
response to the inspirations of grace. The aim of psycho- 
logical counselling is to effect mainly psychological recon- 
ciliation and further personality growth through a more 
satisfactory adjustment. 


2. Spiritual direction is primarily the work of the Holy 
Spirit who uses the priest as His instrument. Counselling is 
the work of a man trained in the practice of counselling. 


3. Spiritual direction is a charisma which once received 
may be developed into an art and a science of leading souls 
to perfection. Psychological counselling is an art and a 
science based on scientific findings. 


4. Spiritual direction is a ‘father-relationship’. Coun- 
selling is an ‘empathetic relationship’ of a professional level 
where one tries to understand another and help him to 
help himself. This relationship is more a loving therapeutic 
encounter, 


5. Spiritual direction is had even if the client does not 
have a problem. Direction supposes a certain amount of 
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continuity Counselling is had only when a client approa- 
ches with an emotional problem, knowing that he needs 
help and it is terminated as soon as the need is over. 


6 Spiritual direction is more comprehensive than 
psychological counselling. Direction includes information 
giving, guidance, protection, checking, exhortation and 
direction itself; whereas counselling is limited to a person 
with emotional problems. 


Psychological counselling contributes to spiritual direction 


Although there are differences they are not opposed to 
each other; rather the findings of psychological counselling 
can contribute much to spiritual direction in the sense that 
the spiritual father who is only an instrument in God’s hands 
can be made a better instrument. This will make direction 
more effective, for, as Leo J. Trese says: spiritual direction 
is simply pastoral counselling with greater spiritual depth 
than is usually brought to the immediate situation. The 
ultimate objective of direction is not merely the solution of 
the present problem, but the releass of the client’s own 
spiritual dynamism for maximum growth as a person and 
especially as Christian’*. Jean Laplace says: this relation- 
ship of direction can flourish only in someone who is gifted 
with the finest tendencies of nature. 


Therefore, in the first place, the spiritual director must 
be an acceptable person. The following qualities will make 
him acceptable. Hence, he must be one who:- 


1. Understands; understanding must come even 
through imperfect communicable ways. The client will be 
at peace when he feels that his deeper feelings he is 
struggling to express, but not yet clearly expressed, are 
perceived: 


2. Welcomes the other into himself and accepts the 
client unconditionally without any ‘if’ i. e. if you are good; 
or if you behave this way etc. 


3. Commands confidence. 


13. Ibidem pp. 10. 
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4. Keeps confidences. 
5. Respects the individuality of the counsellee. 


6. Provides emotional security in a loving, kind, con- 
siderate and warm approach. This warmth and acceptance 
must be expressed not only to the client but also toward 
any new feeling, value attitude etc. the client might bring 


up. 
7. Keeps up his dynamic presence, 


8. Trusts the counsellee and his ability to make a 
change for anything betier in life. 


9. Communicates his empathetic understanding, estab- 
lishes and maintains communion at depth level. 


10. Is an ‘educated man’, broad-minded, cultured and 
common-—sensed. These and other qualities we have already 
seen in Part I of this book, are highly commendable. 


Secondly, the director could accept the non-directive 
counselling iechniques to better his relationship with the 
directed. For, ir spiritual direction, too, the quality of 
relationship matters much Hencs: 


1. Establishs rapport at depth level i.e. a feeling of 
confidence helps to maintain excellent relationship. 


2. This relationship could be counsellee-centered; 
that is the directed becomes the focus of attention. The 
director may not take him away from the topic of his 
interest; nor does he take up talking so as to make ita 
friendly chat neglecting the directed; rather the client is 
helped to pour out himself, become aware of himself and 
take a comtortable decision. The comprehensive aspect of 
spiritual direction is also respected. 


3. Empathetic understanding and acceptance of the 
directed will help him to accept himself and form a con- 
structive attitude towards himself. This will serve as a basis 
for further direction. In the empathetic understanding the 
internal frame of reference (of the counsellee) is a very 
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important factor. This understanding and acceptance, as 
we saw elsewere, must go with an unconditional positive 
regard for the directed. 


4, Trust, acceptance, emotional security, warmth, 
respect for the directed etc. create the right climate for 
spiritual direction. 


5. Other interpersonal dynamics, methods to deeper 
understanding, the non-verbal communication i. e., pauses 
or silence in between the talk etc. will be helpful. 


6. In an emotional problem of the client pastoral 
counselling could be used. 


Psychological counselling as proposed by some authors 
does not accept an objective norm of morality. They 
believe that the releasing of inner powers is sufficient to 
become good; whereas the Catholic Church teaches that 
man is inclined towards evil and that left to himself he is 
prone to follow his tendencies. Hence, he needs inform- 
ation, guidance etc. on Christian principles. But this 
does not make the scientific techniques of non-directive 
counselling inefficacious or futile. But rather they could be 
very helpful; for, in counselling, as Charles A. Curran puts 
it, we have the dynamic help of the focus of another person’s 
skilled effort to understand us. This gives us an effective 
push in our own struggle to try to understand ourselves'*. 
Since spiritual direction is more comprehensive we could 
accept these non-directive approaches and go beyond to 
achieve the goal set forth for direction. 


When aclient comes for an occasional direction. as it 
happens in the case of the patients in a hospital situation, 
the chaplain will be prudent not to go against the client’s 
regular director unless the situation really requires it; even 
then he must be cautious. Secondly, this occasional client 
should not be asked things which otherwise he would not 
tell. Henceitis better not to press too deep. Thirdly, 


14. Charls A, Curran, John |. Nurnberger & Sr. Annette, Psychological 
Dimensions of the Religious Life, University of Notre Dame Press, 
1966. p. 19. 
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éven in an occasional direction the relationship should be 
human, loving, personal, trustful, understanding, accepting 
and it must be open to grace. 


This relationship could be extended to the non- 
Christians who usually form the bulk of our hospital 
Patients in North India. But it must be with a difference. 


Confession and psychotherapeutic methods: 
Differences: 


The following pages may help the chaplain to recognize 
his limitations in dealing with the patients in the confes- 
sional and he will understand where to stop Confession and 
where and when to begin psychotherapy. 


l. Confession is a Sacrament. Psychotherapy is a 
medical treatment. 


2. In the Sacrament of Confession the grace of God 


works. In psychotherapy natural powers work through the 
doctor’s ability. 


3. In Confession the procedure is recollection of the 
past sins, contrition, sincere purpose of amendment, con- 
fession of sins and the fulfilment of the penance imposed. 
In psychotherapy the procedure is not so well determined; 
it depends on the quality of relationship, rapport and other 
factors which help the patient to come out and get cured 
emotionally. In short, Confession aims at mainly spiritual 
reconciliation and the aim of psychotherapy is mainly 
emotional reconciliation. 


4. In Confession the subject is a sinner. In Psycho- 
therapy the subject is a patient. 


S. In Confession the priest appointed by the Church 
absolves from sins at God’s command and it produces 
effect. In psychotherapy a trained psychologist analyses 
or helps to analyse sickness and gradually brings about 
healing. 


6. In Confession primarily moral and spiritual maladies 
are treated. In psychotherapy primarily emotional conflicts 
are treated. 
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7. In Confession the sinner freely acknowledges and 
confesses his sins which he knows here and now. In 
psychotherapy he may not freely confess his difficulty, nor 
does he know his exact difficulty; and so may have to be 
helped out by the psychologist. 


8 In Confession mainly what isin the conscious field 
is confessed. In psychotherapy conscious, sub-conscious 
and unconscious fields are dug up and his hidden difficulties 
anxieties, fears etc. are brought to light. 


Advantages of Confession : 


A sincere encounter with God at the core of his being 
through and by the priest; confidentiality and privacy ofa 
sacred nature; the sincere need to confess his secret sins; 
this and other similar elements in the Sacrament of Confes- 
sion help the penitent to enjoy both a spiritual and 
psychological peace; for, he confesses not only his sins 
but narrates whatever is connected with sin, such as 
anxieties fears etc. This is true especially when Coniession 
is connected with spiritual direction. Andreas Snoeck 
writes: It shouid not be forgotten that, at present at least, 
the Sacrament is in many instances much more than the 
absolution of a contrite Christian. The sinner who kneels 
in the confessional sometimes asks for spiritial direction 
and often comes to the pastor of souls with the unrest and 
imbalance of his inner self. Behind the partition sits the 
priest as God’s representative, bui also as a fellow-man, a 
man with a more or less mature personality. Not only does 
he administer the Sacrament, but he also acts as teacher, 
physician of the soul, spiritual director, and to the degree 
in which he has the skill to do so, as a human being who 
understands. Thus he inspires a certain amount of con- 
fidence and by his modest behavior he creates, to a certain 
extent, the atmosphere in which the penitent feels secure 
enough to open up his heart completely. In this sense, 
confessional practice somewhat resembles psychotherapy, 
though the two are otherwise fundamentally different’. 


15. Andreas Snoeck, Confession and Psychoanalysis, Norman Press, West- 
minister Naryland. 1964. p. 95. 
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The psychotherapist enjoys certain advantages which 
the confessor does not have. The priest in the confessional 
does not see the penitent, his facial expression, tears, 
gestures, reactions, smiles and does not hear the changing 
tones of voice; and so he is not able to understand the 
whole person. But outside the confessional in a spiritual 
direction this difficulty does not exist. Yet psychotherapy 
and spiritual direction are quite different. The aim of 
psychotherapy is to give a new policy to the unconscious 
distortion of the psyche and to put it again at the service of 
the person. In other words psychotherapy tries to give 
back to the patient the possibility of directing the structure 
of his inner life, by his own spiritual person, according to 
his proper calling. 


Spiritual direction aims at assisting the person in the 
very ordering of his free and independent response to his 
calling. Therefore, while psychotherapy tries to integrate 
personal structures, spiritual direction tries to enable a 
person to find his calling and fulfil his personal response 
to that calling”. 


Confession is not psychotherapy and the confessional 
as we have seen already, should not be used for mere 
psychotherapeutic purpose. Yet a confessor or spiritual 
director who is well-versed in modern psychology can do 
much to understand a patient better and help him out. The 
chaplain being a counsellor, confessor and physician of 
souls, can effectively collaborate with other disciplines. 
When he cannot handle a particular case he should, 
recognizing his limitations, refer the case to proper persons 
in the hospital. 


BRANAANANAAAARAARARARARAA AA AAA, 


16. Andreas Snoeck, Confession and Pastoral Psychology, The Newman 
Press, Westminister, 1964. p. 59. 
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CHAPTER XXVI 
SCREENING OF VOCATIONS 


Candidates for priestly and religious life usually come 
to the hospital for medical report as a necessary condition 
for admission. Since the Church insists so much on proper 
selection of candidates, together with the medical exami- 
nation, the chaplain (trained hospital chaplain) could take 
initiative and work with the healing team to assess the 
candidate’s spiritual, moral and psychological aptitudes. 
This will greatly help those responsible to select the 
worthy; and at the very beginning the ” unsuited ones are 
speedily and paternally directed towards the assuming of 
other tasks and are encouraged to take up the lay apostolate 
readily, in a consciousness of their Christian vocation“ 
As will be seen later on the chaplain with or without the 
assistance of the team can do much in this respect. 


Assessment an urgent need * 
1. Vatican II 


The Decree on Priestly Formation states: Depending 
on the age of each seminarian and his state of progress, 
careful inquiry should be made. In all selections and 
testings of seminarians, necessary standard must always be 
firmly maintained2., 


* The following is a part of the paper presented by the author at the 
Conference of the Major Superiors, CRI Men Section, Kerala Unit, and 
at the Seminar of the Minor Seminary Rectors, Kerala. Here the author 
gratefully acknowledges their kind suggestions, and specially thanks 
Rev. Dr. Thomas Thyparambil, National Vocation Service Centre, Poona, 
for his generous cooperation. 


1. Vat. Il Decree on Priestly Formation No. 6. 
2. Decree on Priestly Formation op. cit. No. 6. 
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Actually some of the Council Fathers wanted to use 
stronger terms to enforce the idea of screening. The 
Commentary on the Documents, puts it this way: The 
second section of the article opposes the tendency to lower 
the requirements asked of the candidates for the priesthood 
because of the existing shortage of priests. The testing be 
always strict (the original words ’’ necessaria adhibita seve- 
ritate “’ were changed in the modi to ” animi firmitas ‘’ both 
a moderation and a clarification). The objection that there 
is a shortage of priests is answered by pointing to the 
Providence of God, who will not desert His Church if it 
endeavours to obtain worthy priests*. Hence, No.6 of the 
Decree reads: In all selection and testing of seminarians, 
necessary standards must always be firmly maintained, even 
when there exists a regrettable shortage of priests. For 
God will not allow His Church to lack ministers if worthy 
candidates are admitted’. Here the Church clearly answers 
those who are afraid that through screening vocations may 
be lost. 


2. Documents of the Holy See 


Since Quam Ingens, promulgated in December 1930, 
right up to Renovationem Causam in February 1969, the 
Holy See has issued a number of appeals for more careful 
screening of postulants and seminarians. Since 1954, it has 
been stated in these documents that screening is more 
effective when professional advice is sought?. 


Papal documents on “ Screening “’ 


1) Instruction ’’Quam Ingens”’ of the S. C. of Sacra- 
ments, December 1930. 
A. A. S. XXIII 1931 pp. 120-129. 


2) Instructions ’’Quamtum Religiones”’ of the S.C. 
for Religious, December 1931. 
A. A. S. XXIV 1932, pp. 74-81. 


3. Commentary on the Documents of Vatican Il Vol. Il. Burns and Oates, 
Herder & Herder 1968 p. 385. 

4. Decree on Priestly Formation op. cit. No. 6, 

5. Desmond O’Donnell, Sursum Corda Vol. 10 No. 8 1969 p. 352 ff. 
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3) 


4) 


S) 


6) 


7) 


8) 


9) 


10) 


11) 


12) 
13) 


14) 


15) 


Encyclical ’’ Ad Catholici Sacerdotii Plus SL 
December 1935. 
A. A. S. XXVIII 1936 pp. 5-53. 


Apostolic Exhortation ‘’ Menti Nostrae ”’, Pius XII, 
Sept 1950. 
A. A. S. XLII 1950 pp. 657-702. 


Encyclical ’ Sacra Virginitas “’, Pius XII, March 1954. 
A. A. S. XLVI 1954, pp. 161-191. 


Circular Letter of the S.C. for the Sacraments, 
Private, December 1955. 

Bouscaren, Canon Law Digest IV, pp. 303 ff. 
Apostolic Constitution ‘’Sedes Sapientiae’’, May 
1956. 

A. A. S. XLVIII 1956, pp. 354-365. 


Statuta Generalia (Appendix to the previous docu- 
ment, published separately) S. C. of Rel. 1959. 


Letter to the Episcopate from the S.C. for Semi- 
naries Sept. 1960, No. 3, from L’ami du Clerge 
LXX Nov. 1960 col. 676 ff. 


Instruction on the Careful Selection of Candidates 
for the States of Perfection and Secred Orders, 
S. C. for Religious, February 1961. 


Monitum from the S.C. of the Holy Office, July 
1961. 


A. A. S. LIII, September 1961, p. 571. 
Decree on Priestly Formation, Vatican II, n. 6. 


Apostolate Letter ’“Summi Dei Verbum”’, Paul VI, 
November 1963. 


A. A. S. 55, 1963 p. 987 ff. 


Address to Students, John XXIII, January 1960. 
A. A. S. LII®1960, p. 263 ff°* 


Decree on the Ministry of Priests, Vatican II. 


3. Nature of vocation 


“Since, however, the Church is a visible society and 
the order of priesthood is conferred only by the rite of 
ordination, some one from the Church must confirm the 
presence of the Divine vocation in the young aspirant. This 
is why the second half of the priestly vocation — the 
ecclesiastical portion —is essential, and why it is that only 
when the two are found together, that a vocation to the 
priesthood can be said to be possessed by the young man’”’. 
Pope Pius XII continues on this point: Now if we proceed 
to the other element of the religious and sacerdotal vocation 
we find that the Roman Catechism teaches, ‘they are 
said to be called by God who are called by the legitimate 
ministers of the Church’. This teaching, far from contra- 
dicting what we have said of a Divine vocation, is rather in 
closest harmony with it. For a Divine vocation to the 
religious and clergical state, is a call to a public life of 
sanctification and a visible and hierarchical society. -Con- 
sequently, this Divine vocation must likewise be authorit- 
atively proved, acknowledged and governed by the 
hierarchical superiors to whom the government of the 
Church has been Divinely committed’. 


4, Defections 


Fr. Francis Parisi, S.J. says: Since the beginning of 
this decade, the Church has had a particular concern for 
the selection of candidates for priestly and religious life. 
Several official documents of the Holy See and of 
Vatican II, uncover weaknesses in this matter which 
have brought about severe difficulties in dioceses and 
religious communities. These documents however, often 
did not have the disired impact in the actual selection of 
candidates, so that the improvement expected failed to 
materialize. 


6. William C. Bier S. J. ‘Selection of Seminarians’’, Seminary Education in 
an Age of Change, Ed. James Michael, Fides Publications 1965 p. 172. 


7. Pius XII ‘‘Sedes Sapientiae’’ A. A. S. XLVIII (May 1956) pp. 354-365 
together with the Statuta Generalia published in English by the Cath, 
Univ. of America Press 1957, p. 4 of the English Text. 
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Fr. Aloysius Bermejo S. J., while speaking about tempo- 
rary vocations remarks: Within the last six years the Jesuit 
Society has lost five thousand and five hundred scholastics 
of perpetual vows®. He continues: I personally find it 
very difficult to explain all these cases away by having 
recourse either to an original mistake which is later 
corrected (lack of vocation) or to infidelity on the part of 
the individual (loss of vocation). For, in this case we would 
come to the conclusion that the cases of mistaken vocation 
are very real?. 


If this is true of the Jesuits, then it must be true of every 
other congregation. Perhaps the number may be more or 
less. Yetitis areality. This tragedy could be somewhat 
avoided or at least lessened by proper assessment in the 
beginning and at every stage of formation. I+ will help to 
discover the lack of vocation or the loss of it in the 
course of time and remedy it. 


5. Abuses in promoting vocations 


a) The worldly nature of our vocation—propaganda: 
It easily influences the unworthy. Often they lack super- 
natural motives. Hence they need to be screened out. 


b) Competition: Useless competition and anxiety to 
maintain a fixed number of candidates every year, may 
necessitate the reception of unfit candidates. 


c) Prejudices or mere human sympathy: Such strong 
attitudes for or against rite, region, language, group etc. 
greatly reduce objectivity in the selection of candidates. 


d) Nepotism: Here nepotism means favouring an 
unworthy relative to become religious. It is more likely 
when the nepotist is a superior or a vocation director. 


e) Abuses are likely when diocesan priests who have 
not lived religious life, select candidates for religious 
vocation, and vice versa. (cfr. Bier S. J. for remedy)", 


8. Recruit, National Vocation Service Centre, Poona, Oct. 1971, p. 16. 
9. Ibidem, Sept. 1971. pp. 15-16. 
10. Bier S, J., Seminary Education in an Age of Change, op. cit, 
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f) Ignorance on the part of vocation directors: Some 
of them do not know the existence of the papal documents 


concerning the aptitudes, the need for assessment and 
the nature selection. 


g) Unnecessary interference from the part of the voca- 
tion directors and giving undue protection to the unworthy 
candidates: This happens especially when the vocation 
directors rarely, though falsely, assume and maintain that 
those who are promoted by them must be having real voca- 
tion. When others find the contrary they often refuse to 
accept the fact and support the candidates. There are 
instances when these vocation directors have attacked and 
slandered some superiors, spiritual directors, those who 
have assessed the candidates and even the bishops and 
threatened to stop sending any more vocations to them. 
This is a threat to those responsible, so much so, they are 
frightened to make a proper selection. 


Why to assess a priestly or religious candidate ? 


1) “The call and the qualities are two inter-related 
realities of which only the second is apparent and becomes 
a “sign” of the first “’". Hence, to determine vocation it is 
necessary to assess the qualities of the person who feels 
being called. 


2) The nature of vocation demands it: God calling 
and man responding - it must be a free and mature res- 
ponse. 


3) The nature of religious life demands it. 


4) The demands of our time — towards anew concept 
of spirituality, religious life etc. — make it a need. 


S) It is necessary to assess the man in the candidate: 
— to eliminate the misfit. 


-to help the worthy to grow; and often it 


helps to choose a career within the religious 
life. 


11. DHO, Giovenale, Pastorale ed. orientamento delle vocazione. P. A. S. 
Roma 1966 |. p. 20. 
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~ to help those responsible towards a better 
formation. 


6) Lastly, the demand and the strongest support for 
psychological screening, come from the Sacred Congre- 
gation of Religious. In the General Statutes issued to 
implement the Apostolic Constitution, Sedes Sapientiae, it 
is enforced. Article 33 of these Statutes says: The parti- 
cular signs and motives of genuine vocation must be atten- 
tively weighed in those to be admitted to the novitiate 
according to the age and condition of the candidates. Both 
the moral and the intellectual qualities of the candidates 
must be accordingly ‘and thoroughly examined. Moreover, 
their physical and psychological fitness must also be inves- 
tigated, relying in this on the medical history and diagnostic 
judgement of an experienced doctor, even in relation to 
possible hereditary disease, especially mental ones, the 
judgement of the doctor must be recorded in the report of 
each candidate.” 


William C. Bier S.J., observes that the presence of the 
required aptitude, is not a positive sign of vocation. There 
are many capable and talented young men who are not 
called by God to the priesthood, but whom God wills to 
embrace the lay vocation. Aptitudes are important, how- 
ever, as a negative norm for the discernment of vocation. A 
candidate who does not have the aptitude for the priest- 
hood, does not have a vocation for the priesthood. This is 
obvious because God does not contradict Himself. He does 
not call an individual to the priesthood without endowing 
him with the requisite aptitudes’. 


Here it must be said that the psychologist does not say 
whether one has vocation. But he says whether one has 
aptitudes 


Points to be assessed. 


a) Vatican II on Priestly Formation says: Depending 
on the age of each seminarian and his state of progress, 


12. Ed. James Michael op cit. pp. | 85-186. 
13. Ibidem p. 176. 
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careful inquiry should be made concerning the rightness of 
his intention and the freedom of his choice, his spiritual, 
moral and intellectual fitness, the suitability of his bodily 
and mental health, and any tendencies he might have 
inherited from his family. His ability to bear priestly 
burdens and_ exercise pastoral duties must also be 
weighed **. 


b) Points given in Statuta Generelia as we have 
already seen above!, 


c) The Sacred Congregation for Religious on ‘The Care- 
ful Selection and Training of Candidates for Religious Life 
and Sacred Orders,” in February, 1261, has this tosay: In 
addition, special attention must be paid to those who give 
evidence of neuropsychosis and who are described by 
psychiatrists as neurotics or psychopaths, especially those 
who are scrupulous, listless, hysterical or who suffer from 
some form of mental weakness such as_ schizophrenia, 
paranoia, etc. from protracted psychic melancholis, ea 
or epilepsy, or who are afflicted with obsessions... ; 
Examine all these types and subject them toa thege@aah 
examination by a prudent Catholic psychiatrist, who after 
repeated examinations will be ina position to determine 
whether or not they will be able to shoulder, with honour 
to that state, the burden of religious and priestly life, 
especially celibacy”. 


Hence the main points: 


i. Spiritual fitness 


a. Sense of being called. Pope Pius XII says: In 
the first place, we want it definitely understood by all that 
the foundation of the whole religious, sacerdotal and 
apostolic life -a foundation which is known as a Divine 
vocation —is, asit were, essentially made up of a twofold 
element, the one Divine and the other ecclesiastical. Now 
in regard to the first part, the call of God to enter upon 


14, Decree on . Priestly Formation op cit. No, 6. 
15. Ed. James Michael op cit. 
16. As quoted by Desmond O’Donnell op. cit. p. 352 ff, 
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religious or priestly state, must be considered so necessary 
that if it is lacking, the very foundation on which the edifice 
rests, must be called wanting’. 


This sense of being called must be really strong so as 
to influence his whole being and centre it on God. 
This call is his strength, light and life. It moves him to 
accomplish what God wants of him in the Church. Hence, 
it cannot be a neurotic piety. 


b. Sense of dedication: Walter J. Coville, in line with 
the papal documents, makes it clear that the candidate must 
have anatural, personal and profound involvement with 
God that motivates the aspirant not only to practise 
essential virtues but also to dedicate himself enthusiasti- 
cally to the ministry of the Church. It demands a desire 
and a capacity to concentrate primarily upon the core 
duties of the religious vocation rather than on its devotional 
aspects, social advantages, or even opportunities for secular 
achievement. It demands a conviction and an enthusiastic 
commitment to influence others. Finally, it demands a high 
degree of generousity that enables him to forego his own 
ambitions!®. 


c. Hight motivation: The candidate must have real 
motivation; and it must be firm Dr. Coville specifies four 
elements in it!’. 


1. Motivation for the religious life must involve an 
earnest and continuing desire to devote oneself to God’s 
work through a ministry in the Church. 


2. Motivation for the religious life also demands a 
calm, deliberate and firm decision, that naturally stems 
from the earnest and continuing desire to dedicate oneself 
to the religious way of life Decisions that are made 
recently, implusively or under emotional stress, must be 
questioned. 

17, Ed James Michael op cit. p. 172. 
18. Walter J. Coville, Assessment of Candidates for the Religious Life 

CARA, Washington D. C. 1968. 

19. Ibidem pp. 16-20, 


3. Motivation for the religious life must include serious 
and genuine motives that are consciously determined and 
in some way involve an altruistic urge to serve people. The 
usual listing of these motives would include desired 
activities such as pastrol work, teaching, preaching, nursing, 
serving the poor or underprivileged, or performing other 
activities in accordance with an established religious rule. 


4. Finally, motivation for the religious life must be 
evaluated in the light of the psychodynamics of an 
individual’s personality, for, what often appears as a vitrue 
may actually be a neurosis, a function of a personality dis- 
order, or even psychotic manifestation 


d. Freedom to choose: There can be so many 
conscious and unconsious factors that condition or diminish 
ones freedom to choose the right vocation e. g. poverty, 
job uncertainties, physical, mental or sexual handicaps, 
prestige, dowry, fear of marital life due to ignorance, 
influence of strong personalities, anxiety to secure ones 
future as early as possible etc. etc, 


Some of these difficulties could have been avoided, if 
the candidates were made autonomous and self-sufficient. 
That is to say, they must get training and education that 
will give them a genuine possibility of choosing any pro- 
fession, and make their life secure. Still if they choose 
religious or priestly life, it may be said that they are 
exercising their freedom and freely accepting this call; or 
else, when they become autonomous in religious life they 
exercise their freedom to leaveit. That is why Vatican II 
stresses, that ” the vocation must be chosen in genuine 
freedom; it is not enough to establish that no kind of 
external pressure is being exerted on candidates for ordin. 
ation, but there must be the genuine possibility of choosing 
another profession; a theology student should not remain 
in a Seminary because of a (perhaps unacknowledged) fear 
or uncertainty in the face of another career ’’*°. 


It must be said that even if the candidates want they 
should not be received before attaining a certain age; 


20. : Commentary on the Documents of the Church op. cit. p. 385. 
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’’Many bishops pointed out the risk that early protective 
segregation of young men would endanger personal 
maturity, educate them to passivity, and possibly, adversely 
affect their freedom in the choice of career (Cardinal Bueno 
Monreal of Sevelle, Cardinal Dopfner, Archbishop Colombo 
of Milan). In normal circumstances the natural milieu of 
the family is to be preferred ”’ ”. 


“It should also facilitate the experience of human 
contacts which is necessary for maturity of character, above 
all in the family circle, with the help of parents. This refers 
primarily to the encounter with the opposite sex. The 
atmosphere should be such that a nascent sense of vocation 
is able to develop in it and that later a clear and truly free 
choice is possible ”’ *?. 

( 
Il. Moral fitness: 


Canon 545 requires the candidates to submit testi- 
monials to their good reputation. 


Quantum Religiones requires the superiors to inquire 
into the conditions of the applicant’s family °°. 


Catholici Sacerdotii insists on the following priestly 
virtues, namely, piety, detachment from worldly goods, 
obedience, zeal and chastity 4. 


Menti Nostrae and Sacra Virginitas exhorts the candi. 
dates for sacred orders to protect themselves from dangers 
to chastity from their earliest years ~°. 


In the Statuta Generalis of the Sacred Congregation of 
Religious, annexed to Sedes Sapientiae, it is provided that 
should superiors find a candidate for the priesthood 
unable to observe ecclesiastical celibacy and practise 
priestly chastity then completely ignoring any other 
21. Ibidem p.-38). 

22. Ibidem p. 382. 
23. Quantum Religiones of the S. C. for Religious Dec. 1931 A. A. S. XXIV 


1932 pp. 74-81. 
24. Pope Pius XII, Catholici Sacerdotii op. cit pp. 23-24. English Text 
55-56. 


25. Pope Pius XII op. cit. 57-58. Sacra Virginitas op. cit. 161-191, 


92 


perhaps outstanding qualities, they should bar him from the 
religious life and the priesthood *°. 


Whatever is said above is valid both for religious and 
priestly vocation 


Ill. Psychologica! fitness 


The measure of psychological fitness as required by the 
various documents: 


The papal documents require the candidates to be 
possessors of positive qualities of mental health, and 
request that those who show symptoms of abnormality be 
tested. 


Based upon these documents, William C. Bier S. J. 
proposes three terms, all of them in current psychological 
use, and all of them roughly synonymous, but each having 
its own specific overtones. The three terms are: l. 
psychological maturity; 2. mental health; and 3. psycholo- 
gical adjustment. The combination of these terms will 
furnish a proper understanding of the more generic concept 
of psychological suitability as applied to candidates for the 
priesthood ”’. 


According to Walter J. Coville, the candidates must be 
mature, well integrated, capable of maintaining good 
control over feelings and desires, and in the face of 
conflict or opposition must remain potentially idealistic in 
living his life. Authorities generally concede that the most 
immediate and urgent need is to identify and eliminate 
those candidates who are so poorly equipped, mentally or 
emotionally that they will be unable to adjust to the rigours 
of education or, if they reach the stage of ordination or final 
vows, of succeeding in their apostolates. This, of course, is 
not meant to minimize the importance of identifying those 
who suffer minor weaknesses of personality and can profit 
themselves from remedial help *°. 


26. Ed. James Michael op. cft;_178. 
27. \Ibidem p. 179 
28. J. Coville op, cit. p. 22, 
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This maturity involves emotional control, social partici- 
pation and the capacity for responsibility, to mention only a 
few of its more important manifestations”. 

Psychological maturity, says Fr. Peter Lourdes, must be 
gauged in its developmental dimension. The maturity 
looked for in a man must not be the maturity demanded of 
a boy or an adolescent. } 


In the boy it would be enough to discern a state of 
emotional adjustment which might be described as a sub- 
jective feeling of security and satisfaction, and a general 
relaxed state based on the certainty of the love of his family 
for him. 


In the adolesent, maturity would imply inner liberty 
and ability to move from infantile ego-centrism towards a 
genuine acceptance of other persons and an ability to 
adjust to ever—widening social environments. 


In the young adult, maturity would include, besides, the 
above qualities, (a) the ability to make sound judgements 
together with sincerity and loyalty in both personal and 
interpersonal behaviour and (b) an active, positive, opti- 
mistic attitude to all reality™. 


While screening ‘special investigation is needed’ in the 
case of the following.* These are cases specified in the 
documents as quoted above: 1. Those who show evi- 
dences of neuropsychosis. 2. Those who are described 
by psychiatrists as neurotics or psychopaths 3. Those 
who are scrupulosis. 4 Listless 5. Hysterical. 6. Those 
who are with a delicate constitution. 7. Those who suffer 
from weaknesses of the nervous system. 8. Those who 
suffer from protracted psychic melancholia, anxiety, or 


29. Ed. James Michael op. cit. p 180. 
30. Recruit, Aug. 1970 Vol XV, No. 4 pp. 3-7. 


* As given by the Sacred Congregation for Religious on ‘The Careful 
Selection and Training of Candidates for Religious Life and Sacred 
Orders’’ Feb. 1961 p. 34, 5. 
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epilepsy. 9. Those who suffer from obsessions. 10 Chil- 
dren of alcoholics. 11. Those tainted with hereditary sick- 
nesses especially in the mental order. 


Personality disturbances contraindicating vocation (the 
following is from Coville 94 p. 22-29)*!. 


l. The psychotic and pre—psychotic personalities, most 
of whom are schizophrenic or pre-schizophrenic, are con- 
sistently identified as liabilities in the religious life and 
need to be screened out. These are shut-in or introverted 
personalities with a basic weakness in interpersonal rela- 
tionships. They are poor mixers, can’t form warm relation. 
ships with people, and actually have no real interest in 
people. They prefer their own company. Their behaviour 
is highly individualistic, if not odd. Emotionally, they may 
be bland, rigid or even inappropriate. Their thinking may 
be confused or disorganized, and in the extreme, they mani- 
fest delusions or hallucinations. Although the active gchi- 
zophrenic is relatively rare as a candidate for the religious 
life, every psychologist and religious administrator prob- 
ably has had an experience with one. 


2. Personality character disorders constitute an im- 
portant group that requires careful study in the evaluation 
of candidates for the religious life. Most of the candidates 
who collapse emotionally or who develop troublesome 
reactions in religious life, either during their period of edu- 
cation or during their apostolates, fall within this category. 
They include the personality pattern disturbances, person- 
ality trait disturbances and the sociopathic personality 
disturbances. 


a) The personality pattern disturbances: The princi- 
pal pattern disturbances are the inadquate, schizoid, 
cyclothymic and _ paranoid personalities. Some of 
these manifest poor judgement and have low drive and 
energy; Others are aloof, autistic and eccentric: others are 
troublesome as they swing periodically from elation to 
depression; and still others are suspicious, extremely jealous 
and vindictive. 


31. Dr. Coville op. cit. pp. 22-29, 
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b) The personality trait disturbances are doubtful 
candidates. The most important features are inability to 
adjust to environmental stress and other principal trait 
disturbances which include the emotionally unstable, the 
passive-aggressive and the compulsive personalities. 


The sociopathic personality disturbances are another 
group of character disorders that contraindicate suitability 
for religious life. They essentially express rebellion against 
or at least an unwillingness to conform to the demands of 
society. Non-conformity is the significant feature of their 
behaviour and may take the form of delinquency, drug 
addiction, alcoholism, or sexual deviation. Perhaps the 
most trublesome and most frequently appearing sociopathic 
features or disturbances in assessment work, concern the 
high incidence of effeminacy, heterosocial retardation, 
psychosexual immaturity, deviations or potential deviations 
of the homosexual type. 


Interpersonal relationship: 

The candidate’s ability for interpersonal relationship 
and community life, is an important factor to be assessed. 
Through psychological screening it could be known. Be- 
sides it could be judged from : 


1. The ability to adjust emotionally. 


2. The freedom for communion with others (Murray) 
and the ability to communicate effectively. 


3. The emotional stability and a well integrated 
personality. 


4. The ability to give a right emotional response to 
every situation. 


5. Besides, it needs a realistic self-concept, self- 
acceptance, a realistic other-self and a realistic goal-self. 


Interests: 

The candidate must have at least one interest. It may 
be to teach or to do social work; or may have both and 
there are instances when one has multi-interests. If the 
candidate does not have interests he can not effectively 
employ himself in the service of the Church. 
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Family background & hereditary sicknesses : 


Quantum Religiones of the Sacred Congregation of 
Religious, urges superiors to inquire into the condition of 
the candidate’s family? . 


Statuta Generalia (Art. 33, 34 par. 1) states that 
“precautions are needed in examining the children of 
alcoholics or those tainted with some hereditary sickness, 
especially in the mental order’ *. 


Pope Pius XII in Sedes Sapientiae insists that ’’ possible 
hereditary diseases, especially mental ones’’ must be 
investigated”. 


Vat. Il makes it clear that ’’ careful inquiry should be 


made concerning... ...... any tendencies he might have 
inherited from his family ’’>. 


The Commentary on the Documents of Vat. II clarifies it: 
The picture of personality must be seen also in the context 
of inherited family characteristics—the latter remark was 
added as a modus at the request of several bishops”. 


To determine the psychological fitness of the candi- 
dates, screening must also be done on personality traits, 
interests, aptitudes, skills, achievements, drives, values, 
motives etc. etc. 


IV Intellectual fitness: 


The standard of intellectual fitness may be fixed by the 
particular congregation. The candidate’s ability may be 
known from his previous records. But the real intellectual 
calibre must be determined from psychological tests. 


V Physical fitness; 


Physical fitness is a necessary condition for religious 
and priestly life. It influences his social and individual life 
32. Quantum Religiones op. cit. pp. 74-81. 

33. Statuta Generalia op. cit. art. 33, 34 par | 

34. Pope Pius XII, op. cit pp. 354-365 

35. Vat. Il Decree on Priestly Formation op. cit No. 6. 

36. Commentary on the Documents of Vat. II, op. cit. pp. 382-385. 
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and often it conditions all other factors. Therefore General 
Statutes of the Sacred Congregation of Religious, annexed 
to the Apostolic Constitution, makes explicit provision for 
medical examination. In doubtful cases expert medical 
opinion must be sought; and the decision with respect to 
suitability should be based upon the evidence thus 
furnished?’. 


Who may use this report ? 


With the expressed permission of the candidate it 
could be used by the major superiors, formation directors, 
local superiors and the candidate himself, says Thomas N, 
McCarthy °°. 


If the applicant gives permission then prudence will 
suggest that it be got in writing so that if the candidate or 
others accuse that secrets were divulged without permission, 
the programme director can still save his good name. If the 
candidate denies permission to reveal his secrets then his 
right must be respected. But the director of the testing 
programme will mark on the admission card that the 
applicant is recommended, or doubtful, or not recom- 
mended. This provides the religious superior with sufficient 
data to take the final decision. 


Who may conduct screening? 


Spiritual and moral fitness may be assessed by a theolo- 
gian ( priests or others with theological education). Know- 
ledge of the moral fitness of the applicant though largely 
inferential, is, in general, quite reliable, says William C. 
Bier °°. 


But a purely psychological assessment can be done by 
a professionally trained clinical psychologist or psychiatrist. 
The level of professional competence required by the 
director of a psychological testing programme should be 


37. Ed. James Michael op cit. p. 177. 


38. Thomas N. McCarthy, Assessment of Candidates for Religious Life, op. 
cit. pp. 89-92. 


39. Ed. James Michael op. cit. pp. 181-182. 
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that provided by doctoral preparation, preferably in the 
area of clinical psychology’. 


When is a candidate to be screened? 


Paul F. D'Arcy M.M. observes: The universal practice 
is to do assessment no earlier than the end of high school. 
Some of the reasons for this are: (1) it is a natural period of 
transition to college; (2) there is more life history data to 
base a decision on; (3) a lot of adolescent turmoil is 
already past and the personality is more stabilized and its 
future direction easier to predict; (4) it is more acceptable 
to the client and family at this time’! . 


It is generally accepted that the first screening be 
done at the time of admission; and itis recommended ” at 
every stage of training’ as a follow-up programme fora 
number of years. Vatican II says: The genuineness of the 
vocation of the seminarians must be tested at every stage 
of the training. Given the complicated nature of personal 
life and social circumstances today, this testing is especially 
urgent and difficult 42. 


Conclusion 
The role of the hospital chaplain. 


In assessing the spiritual and moral aptitudes of the 
applicant’s, the chaplain can do a realservice. With his 
training in clinical psychology it will be easy for him. 


At present, it would seem, that there is no one who 
does screening in India. If there are, they must be made 
available. Whatever it is, abuses in promoting vocation 
should no longer be tolerated. This does not mean that the 
chaplain must take up psychological tests which need 
interpreting, predicting etc. If he is not qualified, it will 
be an injustice to the candidate. But there are things 


40 Ibidem p. 187. 

41 Paul F. D’Arcy M. M., Assessment of Candidates for Religious Life, op. 
cit. p. 46. 

42 Commentary on the Documents of Vat. Il, op. cit. pp. 382 ff, 
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which he can surely do. He can win the confidence of the 
candidate and being a priest, this is rather easy. If neces- 
sary he may use even some validity questions to get suffi- 
cient data concerning the candidate’s motivations, spiritua- 
lity, moral fitness, hereditary illnesses, sexual abuses etc. 
Once some clue is given, then it is easy to go into deeper 
levels of the candidate’s life. This requires tact, mutual 
trust, understanding, initiative, interest etc. Some training 
and skill is definitely good. Besides the applicant must 
feel comfortable, confident and must be in a non- 
threatening atmosphere. 


The chaplain must accept as valid only those things 
which the candidate confirms when referred back. From 
experience of six years it can be stated that this method is 
really effective. For better results he may get the cooper- 
ation of the social worker, psychologists and the team. 


Usually the chaplain’s help becomes necessary when 
the candidates come for medical report and also when they 
are sick in the hospital with a vocational crisis. 
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PART V 


THE CHAPLAIN 
IN SPECIAL HOSPITALS 


@ 


CHAPTER XXVII 


THE CHAPLAIN IN THE GENERAL HOSPITAL 


The chaplain in a general hospital is to minister 
primarily to the patients and secondarily to the staff. 
In a hospital of above hundred beds it is a full-time 
assignment with all the faculties of a pastor. 


In the earliest days of the art of healing the priest was 
the doctor andthe doctor was the priest. Even today in 
close collaboration this ideal is to be accomplished, in such 
a way that the chaplain contributes towards the spiritual, 
psychological and physical healing and the medical per- 
sonnel contributes to the physical, psychological and 
spiritual healing. 


It is good to remember here that the chaplain is not 
a physician, a psychiatrist or a social worker and so he 
should not do their work. If he gets requests for service 
beyond his area of competence he should refer them to the 
proper department in the hospital. But there are occasions 
when in the first interview a patient who is not accustomed 
to chaplains or priests, may consider the chaplain a social 
worker or so, and ask him to fetch a bucket of water or write 
aletter. In such situations it is good that he gladly avails 
himself of such opportunities and does it by himself or make 
arrangements for the same without interference. 


His relationship within the hospital must be one of 
mutual helpfulness and understanding as we have already 
seen in Part III of this book. He must promote the good 
public relations of the hospital and cooperate with the 
hospital authorities for the same. 


es Dr. Leslie D. Weatherhead, Psychology, Religion and Healing, Hodder 
and Stanghton 1963, p. 469. 


The chaplain is a member of the patient-care team, 
directed by the physician. And asa professional, he must 
be able to use the terminology and technical expressions 
of the medical and hospital field. He should be capable of 
participating intelligently in professional conversations, 
using the names of common ailments and organs of the 
body correctly and with ease. 


In whatever type of hospital he is stationed (Catholic, 
non-sectarian, voluntary, proprietary or governmental) the 
chaplain should respect all policies and procedures, even 
when these go against his personal feelings. Ifa matter of 
conscience is involved, he should contact the appropriate 
authorities .* 


In a general hospital the chaplain must cover the area 
of staff, students and patients. In the previous chapters 
the staff and students are already dealt with and now we 
shall consider the service of the chaplain to the patients. 


It is desirable that the chaplain daily receives the list 
of patients admitted to the hospital, along withthe data he 
may consider necessary or useful in carrying out his pastoral 
work. After consulting the administrator he should develop 
an effective working relationship with various levels of the 
staff concerning procedures to be followed. Clear and 
definite policies and agreements must be made in the very 
beginning itself, 


As soon as the chaplain receives the list of the patients 
admitted that day, he must make ita point to visit them. 
The first visit may be only a social visit and soit may be 
brief. During the first opportunity itself the chaplain 
introduces himself and expresses his sincere willingness to 
be of service. He may, if so needed, inform the patient of 
the available religious exercises in the hospital. In a 
Catholic hospital a Catholic expects it. Sometimes it may 
be of help to have the relevant information printed on a 
card, which can be given to the patient at admission. 

2. The Apostolate to the Sick, The National Association of Catholic 


Chaplains, The Catholic Hospital Association Mo. U.S. A. pp. 28-29. 
3. Ibidem p. 32. 
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The chaplain must visit the patient regularly. But it 
should not be so routine-like that it becomes a burden to 
the patient. As far as possible the visits must be short 
unless otherwise requested by the patient. In his visits it is 
recommended that he be Christ-like. As far as possible he 
may use the techniques of the client-centred therapy 
adapting it to pastoral counselling, as we have already seen 
in Part I of this book. 


Counselling, too, is part of the chaplain’s work. Basi- 
cally, counselling means helping another person to help 
himself. The aim of counselling is not simply to resolve 
present problems but also to foster greater independence 
and integration of the total personality. When counselling, 
it is not the chaplain’s duty to probe, like a psychiatrist. He 
should discuss a problem only in so far as it affects the 
spiritual life of a patient. Fortunately the teachings and 
practices of the Church offer unique resources to the 
chaplain which he can use effectively in the counselling 
situation. He is able to appeal to distinctively religious 
motives for action within the framework of dependence on 


God. 


The chaplain should not, however, hesitate to disen- 
gage himself from a counselling situation if he feels that he 
is getting outside his area of competence. Wisdom for him 
will be in realizing his limitations.‘ 


If the chaplain encounters a patient with a social or 
personal problem that cannot be resolved during his stay 
in the hospital, he should, with the patient’s permission, 
communicate with the appropriate priest, other clergymen 
or social agency which might assist in solving the problem.° 


Besides attending to the sick, the chaplain should 
render all possible spiritual and pastoral care to their fami- 
lies and relatives. He should exercise caution when speak- 
ing about a patient’s physical condition to relatives and 


4. \bidem p. 33. 
5, \Ibidem p. 34. 


friends. The requirements of confidentiality and prudence 
reinforce the patient's basic right to privacy regarding his 
physical and mental condition and debilities. When 
questioned about a patient’s condition the chaplain should 
respond with reassurance rather than medical data. 


A non-Catholic patient’s request to see his minister 
should be honoured promptly. If necessary the Catholic 
chaplain will himself contact the minister. Visiting non- 
Catholic clergymen should receive the highest honour and 
respect in Catholic hospitals, and their reasonable requests 
involving religious ministrations to patients of their deno- 
minations should be granted. The chaplain should esta- 
blish and maintain friendships with clergymen of all faiths 
and make known his desire to be of service to them in his 
capacity as chaplain.® 


Special occasions when chaplaincy service is needed: 


At admission, during the hospital stay, in crisis, before 
surgery, in the theatre, at death and dying. Even patients 
of other faiths welcome the chaplain in such situations. But 
their religious sentiments must be respected. When he 
loves them as human beings and children of God, they in 
their heart, will cherish him and his faith; if so, he is 
rewarded and his mission is accomplished. 


Types of patients who need special attention: 


1. Patients with cardiac illness. 2.  Pre-surgical 
patients. 3. Patients whose anxiety is out of proportion 
toillness. 4. Patients whose illness necessitates change 
in life eg. T.B, ulcer, heart diseases, Blood Pressure etc. 
5. Patients with functional disorders 6. Patients with 
long term illnesses, such as, B. P., T. B., diabetes, leprosy 
etc. 


Patients with long term illnesses need special help. 
Often they feel unwanted, lonely and ignored. They crave 
for support, respect, love and care. But their relatives may 
not understand it and so many leave them in their lonely 


6. Ibidem pp, 33-34, 
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doom. Hence the chaplain must visit them oftener and 
make them feel happy, loved and cared 


Another category who needs the chaplain is heart 
patients. One of the most important elements in heart 
surgey, lies in the subconscious of the patient and the 
chaplain.” 


In the general hospital, death and dying are not rare 
occurrences. The chaplain must always give special atten- 
tion to the dying. Edward H. Rynearson (C. A. 987.2959)8 
says: 1. The patient be helped to die with dignity, respect 
and humanity. 2. The patient should die with minimal 
pain. 3. He should have the opportunity to recall the love 
and benefits of a life-time of sharing; if the patient wishes 
he must be given an opportunity to do it with his family and 
friends. 4. The patient must die in familiar surroundings 
if possible. 5. There should be concern for the feelings 
of the living. 


Sacraments in a general hospital: 


The Sacraments are very meaningful in a general 
hospital; and they are very beneficial to the patients, for 
they encounter God in the Sacraments. This is much more 
true of Confession and H. Communion. Paul Tournier, 
while speaking about patients and their need for Confession, 
says: There must in our modern world be large number of 
men and women who are seeking a confessor, especially in 
Protestant countries, where concrete confession is negle- 
cted.? Since the Sacraments had been already treated 
elsewhere, the reader will kindly refer those chapters. 


The hospital chapel: 
In every Christian hospital a prominent place must be 
set apart for worship. It must be easily accessible to the 


- Dr. |. D. Morrison, Pastoral Psychology ‘‘Counselling in Heart Surgery”’, 
May 1971 Vol. 22, No. 214 p. 29 ff. 
8. Irene L. Beland, Clinical Nursing Pathophysiological and Psychosocial 
Approaches Il Ed. The Macmillan Company 1970, p. 65. 
9. Paul Tournier, A Doctor’s Casebook in the Light of the Bible, $.C.M. 
Press Ltd., Bloomburry, London 1966, p. 211. 


patients. Preferably, the chapel must be in the centre of 
the hospital. The structure must be simple and those who 
come in must feel moved by devotion to the Lord. In the 
chapel the Holy Eucharist must be kept with due dignity, 
solemnity and simplicity. 


In sickness the patients and their relatives generally 
admit their utter helplessness and they usually run to the 
Lord. They must be encouraged to go to Him in all their 
needs. The Christian spirit and attitude of the staff, the 
way they worship their God and the very material arrange- 
ment of the chapel building within the hospital, must 
forcefully impress the patients, and the cumulative force of 
all these factors must instruct them that the Lord is our 
health and healing; unless He builds nothing will be built, 
and they must go to Him for every cure, and when cured 


must thank Him. In all these the chaplain must give the 
lead. 


In a non-Christian or government hospital the chaplain 
must prudently and tactfully approach the authorities and 
get a convenient place for worship. The programme and 
the time for religious worship must be made known to the 
patients. 


In our chapels the Bible, the word of God, must be 
given a very,prominent place. It must be kept open in the 
middle of the chapel to be read by everyone. It must also 
remind them of the presence of God. Besides, there must 
be some convenience for the patents to come and put their 
offerings. When they get cured they usually come to the 
chapel and thank the Lord by making an offering of their 
self. It may bein the form of coin or articles of gold or 
silver. In India offering means homage, surrender of their 
self to the deity and worship. In this respect it is good. 
But the utilitarian aspect, superstition etc. should be dis- 
couraged. 


The chart gives information about the patient and 
indicates the service rendered by the pastoral care team. 
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CHAPTER XXVIII 


THE CHAPLAIN IN THE MENTAL HOSPITAL 


Suggestions from: 


1. Dr. Abraham Verghese B. Sc., M. D., D. P. M., 
M. A. N. Z. C. P., Department of Psychiatry, 
Christian Medical College, Vellore-2. 


2. Dr. Alan De Sousa M. D. (Psych. Med.), D. P. M., 
M.W.P. A) BR. S. H. Gome.), F. [. Pies 
F. 1. C. A.(U. S. A.) Consultant Psychiatrist, 
Esperanca, lst Floor, 
Colaba Causeway, Bombay-l. 


3) 4pr.-Pius:Ci3., M.D. Deg mM., 
Medical Demonstrator, 
Mental Health Centre, Vellore-2. 


4. Dr. A.S. Mahal, M.B.B.S., D. O., D. P. M., M.D., 
M. R. C. P. = Psych., 
Prof. & Head of the Dept. of Psychiatry, 
All India Institute of Mental Health, Bangalore—27. 


The need of a chaplain in a mental hospital 


To effect real healing the person must be helped as a 
whole person rather than a segmented person,' and enable 
him to attain the purpose for which God created him. This 
demands, as we have seen elsewhere, that besides, psychi- 
atrists and other medical personnel, there must be a 
chaplain in a mental hospital, who will help the patients 
spiritually. And the chaplain in a mental hospital must be 


1, Leslie E. Mosek Ph. D., Counselling A Modern Emphasis in Religion, 
Prentice-Hall Inc. 1962, p. 43. 


8 


a member of the therapeutic team. In the United States 
the Mental Health Act passéd by the Congress and signed 
by President Kennedy in 1963, reinforces our understanding 
that clergymen should be actively involved in the mental 


health effort?. India, we hope, will one day enforce it 
by law. 


The chaplain’s role in a mental hospital is invaluable. 
It is well known that people in psychiatric difficulty often 
turn to ministers for help*>. The Joint Commission on 
Mental Health and Illness, appointed by the United States 
Congress in 1955, in making a report of its findings in 1961, 
states: Forty two percent of all psychiatrically troubled 
persons turn ito the priest, twenty nine per cent to the 
physician, eighteen per cent to the psychiatrists and 
psychologists and ten percent to sociologists, marriage 
clinics and other agencies’. 


In a mental health centre often the psychiatrists need 
the help of the chaplain. Dr. Leslie D. Weatherhead claims: 
In diseases that have a psychogenic origin, the role of the 
medically trained psychotherapist is pre-eminent, but when 
he has brought to the surface of consciousness, say, a guilt 
memory, the minister or the right kind of pastor can be of 
immense value’. Many of the psychiatric centres in India 
are realizing this fact, though there are centres that cloud 
it- Psychiatry and religion can so well serve man hand in 
hand. Dr. Robert S. Glen says: This identity is not mani- 
fest on the surface, but requires humility and understanding 
on both sides to bring about clarification®. 


Attitude of the chaplain 


Perhaps the hardest task for the priest entering this 
field, is to develop a new attitude. From his background 


2. Special Edition on Pastoral Care, American Protestant Hospital Assoc. 
Washington D.C., 1970, p. 139. 


3. Pastoral Psychology ‘‘Pastoral Care in Psychiatric Crisis’ George F. 
Bennette 1970, Vol. 21, No. 205, p. 35. 


4. New York, Basic Books 196I, p. 1030. 
5. Dr. Leslie D. Weatherhead, Psychology, Religion & Healing op. cit. p. 471. 


6. Pastoral Psychology ‘‘The Psychiastrist’s Role with Pastors Under Stress”’, 
Robert S. Glen M. D., 1971 Vol. 22., No. 215, p. 27 ff, 
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and training, as well as from the writings and sermons of 
many well-respected giants of the past, he may have deve- 
loped some erroneous ideas about mental illness. 


Many theological writers of the past have pictured the 
mentally ill as completely devoid of sensibility. While 
there are such patients, it is a mistake to think that the 
majority of those in a mental hospital are so disturbed that 
they cannot appreciate or understand things religious. 
Most patients in a mental hospital could wait in line for a 
bus or at a supermarket check-out counter without drawing 
any attention to themselves. The idea of patients’ “climbing 
the walls” must be put aside, itis not true. Especially with 
the advent of new drugs, all but very sick patients, are well 
able to appreciate and participate in religious activities. 
The picture of the Furios and the Amentes of the old 
theologians can no longer be considered completely valid’. 


The priest entering the mental hospital chaplaincy, 
must realize that the mentally ill are just that —il/. They 
badly need the help that the psychiatrist can give them. 
Far from belittling or being jealous of the psychiatrist, the 
priest should thank God that psychiatry is developing as 
rapidly as itis. Many mentally ill people, whose condition 
would have gone unrecognized a few years ago, can now 
profit from an early diagnosis and a speedy recovery. 


On the other hand, the chaplain should avoid the other 
extreme which sees in psychiatry, the new ” gospel”, 
bringing peace and salvation to all the world. This view 
was held for a while by a few psychiatrists, but is now found 
only in a very few psychiatric resident. Most psychiatrists 
regard their field more as an “art” to be learned than as a 
science — a field with few specifics and frequently limited 
goals. 


While the passing of the ominipotent priests of the past 
and of the Yaweh-complexed psychiatrists whom they 
faced, the ’’ new breed ”’ of both professions can cooperate 
better to help the patient. On his part, the priest will have 


7. Apostolate to the Sick op. cit. p. 37. 
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to study hard in order to learn: (1) the vocabulary and 
history of the field; (2) its generally accepted possibilities; 
(3) the limitations of psychiatry. 


In passing, it should be noted that the chaplain entering 
work in the mental hospital, will find prevalent in most 
places the “ team approach”, in which the various disci- 
plines cooperate under the direction of the psychiatrist, 
to help the patient. The chaplain should be prudent and 
not let himself be swept along completely with this tide. 
If, asa ’’ religious therapist, “’ the chaplain allows religion, 
to be merely another ’ tool’”’ of the psychiatric team, there 
is real danger that religion will be valued solely for its cura- 
tive utility and, if it fails to contribute to a cure, will be cast 
aside and its inherent spiritual worth discounted. The 
chaplain must always keep in mind that religion, both in 
and out of the hospital, has its own ends and is not to be 
regarded merely as a tool for ends other than its own 
Religion tries to bring God to man, and man to God; if it 
does this, it achieves its own end, even if the patient never 
recovers. The chaplain does havea place on the thera- 
peutic team, and he should be as helpful to the other team 
members as he can’, 


The pattern of mental illness and the chaplain’s approach 


About the pattern of mental illness Tom Curtis Hayward 
writes: 


Though anyone can become mentally ill at any time 
of life, many of the patterns of mental illness are dictated 
by the early history ot the person concerned. Some of 
these histories show a disturbance so profound, and 
defences against it so weak that the person concerned has 
an extensive area of no self-control: such a person is called 
‘psychotic’. The area of disturbance may remain hidden 
for a long time and there may be a sizeable area of freedom 
along side it, butin the area of disturbance there is very 
little if any responsibility. The commonest disorder of this 


8. Apostolate to the Sick op. cit. pp. 38-39, 
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kind is schizophrenia which is one of the main illnesses 
leading to hospitalization’. * 


Where the disturbance is loss, and the control and 
defence is greater, the condition is called ‘neurosis’. The 
neurotic may suffer more than the psychotic, because he is 
more aware of his disorientation, but this can be a sign of 
hopefulness that a remedy is more easily attainable. The 
neurotic is more liable than the psychotic (in the area of his 
psychosis) to be involved with real problems rather than 
problems in the realm of pure phantasy. The commonest 
neurosis leading to hospitalization where there is a good 
indication for relief, is clinical depression. 


There are other people who may suffer much less than 
neurotics and show little or no sign of actual disturbance, 
but at the same time appear more deprived than either the 
psychotic or the neurotic. These are the mentally handi- 
capped or subnormal. Here the limitation is organic and 
physical, and may result in difficulty in mastering the ordi- 
nary basic skills!°. 


His approaches: 
1) To those who are psychiatrically ill in general: 


George G. Bruehl'! says: When rendering pastoral care 
for those in psychiatric crisis the chaplain must remember 
the need of:— 1. Respect for persons. 2. Continued com- 
munication of concern and care. 3. Fellowship - spiritural 
(through the Sacraments and prayer) and psychological. 
4. Consultation (a) when you are not sure of what is going 
on within the person or situation (b) when you know you 
are not adequately trained (c) when you are emotionally 
and personally involved. 


In certain cases the patients may be helped (at the 
request of the psychiatrist) :— 


9. Tom Curtis Hayward, ‘‘The Pastoral Care of the Mentally Sick’’, St. 
Thomas More Centre for Pastoral Liturgy, England, 1972, p. ‘8. 


10. Ibidem p. 9. 


I]. Pastoral Psychology ‘‘Pastoral Care in Psychiatric Crisis’, George, F. 
Bennette, op. cit., p. 26 ff, 
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1) by giving reassurance and supportive care, sugges- 
tion, guidance, advice, etc. 


2) by hearing Confession, if so requested by the 
patient. 


3) by providing an opportunity for ventilation. 


2) To those who are mentally retarded : 
Harold W. Stubblefield’? suggests: 


Mentally retarded can be ministered to if only we re- 
member that to be retarded is to be limited. With this limit- 
ation comes dependence. They lean on you even for the 
most simple needs. With the limitations and the dependence, 
come an over-response to situations due to high expecta- 
tions, not knowing their limitations or due to knowledge of 
failure in what they attempt etc. 


Hence, the secret of meaningful pastoral care is to learn 
the ways in which they reach out. Then their basic needs 
must also be known especially the need for a friend, a 
teacher, a pastor etc. 


Mentally retarded can be ministered to if the pastor 
understands the world in which they live, seeks to under- 
stand his own feelings toward their person and in willing 
to be flexible and creative in his approach. 


Sacraments: 


The chaplain is mainly to give spiritual assistance. He 
may do it by administering the Sacraments, a Divine service, 
which in the whole team, he alone can dispense. 


We have already dealt with the Sacraments in another 
chapter. Still a word about the Sacraments of Eucharist 
and Penance may be quite in place to show the importance 
of these two in the mental hospital. 


Eucharistic Service: 


No matter what the arrangements are made to bring 
patients to a central place for Mass, there will always be a 


12, The Journal of Pastoral Care ‘‘On Being a Pastor to the Mentally Re- 
tarded’”’, Harold W. Stubblefield Vol. 24, 1970, No. 2, pp. 98-108. 
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great number who will not be able to attend. The chaplain 
should try to take the Mass to them. This wil] entail making 
a survey of the hospital and its needs, to find where the 
Mass will be available to the largest number. Such Masses 
should be conducted in geriatric units and in units housing 
crippled and otherwise disabled patients. The chaplain 
should request permission from the Ordinary to use a 
portable altar. 


In scheduling Masses, the chaplain should know and 
consider the regular routine of the institution. With the new 
rules on fasting, it should not be difficult to arrange Mass 
at a time that will not interfere with regular patient care. 


A sermon during Mass is beneficial to the patients. One 
preaching in a mental hospital should recognize the special 
stress and anxious circumstances under which the patients 
live. It is well to avoid controversial or strictly theological 
subjects. Homilies on the liturgy of the day, from which a 
moral is drawn, are most useful. Since many patients are 
completely turned in upon themselves, talks on the Father- 
hood of God and charity to neighbour, are highly appro- 
priate Many of these people are burdened with feelings 
of guilt, despair and self condemnation, and the sermon 
should not do anything to increase or seemingly endorse 
such feelings. The possibility of achieving heaven should 
frequently be stressed. The mental hospital is no place 
for fire and brimstone, but rather, faith, hope and charity. 


Holy Communion during Mass may be encouraged if 
they are capable of showing right appreciation of the Sacra- 
ment. Where it is really necessary other devotions (super- 
vised) may be conducted. Dr. A. S. Mahal personally would 
encourage devotions and other religious exercises in 4 
mental hospital. He says that he would appreciate if other 
religious also had chaplains and religious functions in 
mental hospital. Psychiatrists usually consider religious 
activities an occupational theraphy. But the Church means 
primarily something supernatural. 
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Penance : 


Confession is one of the most frequented Sacraments in 
a mental hospital. As Granger E. Westberg says, psychia- 
trists admire the power of private Confession'’, It brings 
about miraculous effects in guilt consciences. Paul Tournier 
while speaking about the importance of Confession as it 
exists in the Catholic Church obsarves :4 


There is no worse suffering than a guilty conscience, 
and certainly none more harmful. It has not only psycho- 
logical effects, it acts as a clog upon vitality and has far- 
reaching repercussions on general health. The tremendous 
joy brought by groginess, plays a correspondingly important 
part in causing the medical effects that I refer to. 


But sometimes the nature of Confession is not rightly 
understood in certain quarters. Hence, the chaplain must 
be on his guard; for he will come under the closest scrutiny 
from the dynamically oriented psychiatrists and may even 
meet outright opposition from some who do not properly 
understand the Sacrament. If such opposition should arise, 
the chaplain might try to explain the mechanics of the 
Sacrament, emphasizing its freedom, its secrecy, and what 
it deals with — normal guilt, not neurotic guilt. However, 
the priest should understand that a situation can legiti- 
mately arise in which a well-instructed doctor of good will, 
may conclude that it would be best for the time being if a 
patient did not go to Confession. In such a case, the priest 
should be willing to explain to the patient that such a 
request by the doctor is to be obeyed. For the most part, 
even doctors who do not completely understand the Sacra- 
ment, are most impressed by the obvious comfort it affords 
the Catholic patient. 


During Confession, the priest may encounter patients 
in poor contact with reality, poorly instructed Catholics 
who have never received Holy Communion, or people so 
emotionally upset that it might be best for them not to 


13. Granger E. “Westberg, Minister and Doctor Meet, Harper and Raw 
Publishers, New York, 196I, p. 129. 


14. Paul Tournier, op. cit. p. 210. 
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receive the Sacraments at the present time. All these cases 
are covered by not giving the patient the slip of paper. The 
patient’s Confession is inviolate, and the attendant knows 
no more than is necessary. 


On the psychological side, several questions should be 
considered. The priest. will sometimes meet a patient who 
is in good contact with reality but has an obstacle to the 
reception of the Sacraments (eg., a marriage problem). The 
priest should explain the situation to the individual and 
invite the patient to speak to him outside the confessional 
about the matter. 


In other cases the priest will find sufficient contact with 
reality, but will have difficulty in getting confessional 
matter. Astatement of sorrow for past sins would seem to 
be sufficient in these circumstances. This is similar to the 
case of hearing the confession of a person with a language 
difficulty or a deaf-mute. The difficulty of mental patients 
is frequently the same — a difficulty of communication. 


In difficult cases the priest may ask, ‘Would you like 
to receive Holy Communion tomorrow?” The patient may 
ask back, ‘’ What is Communion?’ If any appreciation of 
the Sacrament of the Eucharist is shown (such was asked by 
Pope Pius X in the case of children), the priest has an 
additional reason for allowing the patient to receive 
Communion. 


The priest in a mental hospital has special problems 
found but rarely in the ordinary parish. The imputability 
of compulsive behaviour is one. Much has recently been 
written about this subject. However, while it is important 
for the chaplain to know what the theologians say, they do 
not offer solutions for practical problems. The chaplain 
hearing confessions merely follows the rule of ‘believing 
the penitent both accusing and excusing”’.. He accepts the 
matter as the patient confesses it. Take the case of the 
compulsive masurbator (i.e., obsessive-compulsive disorder), 
either male or female It will be found that the patient has 
already made some sort of confession. Frequently, he will 
not mention it; indeed, he may not even be aware of the 
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frequenay of the act. Again, he will refer to it with the 
statement, “I can’t helpit’. In any case, the confessor is 
to accept it as the patient tells it. The confessor should 
avoid saying anything which would add to the burden the 
patient is already carrying. He should try to give en- 
couragement to continued effort. The confessor who is a 
kind Father will do more good by lifting him up from the 
depths of depression, and the grace of the Sacrament will 
have the opportunity to strengthen him. It is good to 
remember that for. all practical purposes it is the grace of 
God that can help such a person. Psychiatrists, at present, 
are completely without solutions for such compulsive 
behaviour. 


The chaplain new to mental hospital work, must become 
accustomed to many differences from “ the way things were 
in the parish’. Nowhere else is the personal relationship 
between priest and penitent so important. Nowhere else is 
the priest so much the property of his people. Nowhere 
else will the priest have greater opportunity to live up to 
his name, ” Father”. 


Patients will frequently insist on identifying themselves 
in confession. Even though a screen has been set up to 
protect his privacy, a patient may go around the screen and 
shake hands with the priest, both to identify himself and 
also to assure himself that ‘’his’’ priest is there. Outside 
the hospital, the priest might send such a penitent to 
another confessional. In the hospital, however, any harsh 
action will drive the patient away from the Sacrament 
completely and cut him off from what is perhaps one of the 
strongest helps on his road to recovery. For this reason 
the priest should be constantly aware of the latest trends in 
moral theology and any relaxation of previous judgements 
on the Recidivi and Consuetudenarii}’. 


As regards his duties the guidelines given in Part II of 
this book will suffice and for the admission, interviews and 
visits, the chart given in the previous chapter may be 
followed. 


is: Apostolate to the Sick op. cit. pp. 45-47. On Confession, the text is 
adapted and reproduced here with kind permission. 
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Counselling 


In counselling, the chaplain tries to assist the patient 
in solving some of the problems discovered in the interviews. 
For centuries priests have been helping people to solve pro- 
blems. They can be ranked among the earliest counsellors. 
However, in recent years counselling has developed 
greatly and is now a recognized field of activity with its 
own specialized terminology. To be done properly, it 
reguires a course of training. If the priest can obtain such 
training, he should do so, for it will enable him to deal 
more effectively with patients. 


However the techniques of counselling must be specially 
tailored for use by the chaplain, since he has his own 
special ends, as well as tools not available to others. 


The ends the chaplain seeks in counselling - asin 
every other activity he performs — is the moral and religious 
gocd of the patient. He should always limit himself to the 
religious problems of the patient and should not inject him- 
self into the broader field of the patient’s mental sickness °°. 
Therefore, the norm of pastoral care is not adjustment to 
society, which is itself often fairly sick, but tothe will of 
God who has an ideal for each person to attain according 
to the pattern set for him. We cannot judge what this 
pattern is, but we can at least try to help each person to be 
more fully within the terms of Divine revelation as we 
understand it !’. 


Hayward continues: For a Christian, counselling means 
allowing Divine help to work through our experience for 
the benefit of another, so that he may discover God’s plan 
for himself at a given moment of time. It is a way of sharing 
burdens. Weare constantly doing this kind of thing for 
one another anyway, without dignifying operation with a 
name. Grace works with and through nature so that we 
cannot tell what part is played for one in isolation from 
the other, this is an unreal question !8. 


16. Apostolate to the Sick p. 52 
17, Tom Curtis Hayward op. cit. p. 8. 


18. Ibidem p. 18. 
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Here the chaplain will find that he has an advantage 
over every other person on the hospital staff. Others must 
go to great lengths to establish rapport with the patient. 
The priest’s rapport has been established by every other 
priest with whom the patient has dealt since childhood. In 
this stress situation, the patient will almost reach out — 
figuratively and sometimes even actually — to the priest as a 
course of strength and consolation. To emphasize the fact 
that he is a priest, the chaplain should always wear the 
clerical garb . ’ 


In counselling the patient, the priest has all the tools 
of the regular counsellor. In addition, he has religious 
tools and motivations which are not available to others. 
Even the very natural tool of an even and pleasant disposi- 
tion should be developed The priest should point out, in- 
season and out-of season, that the patient is the child of a 
loving Father, God, Who wants him to be healthy and 
happy here and for all eternity. This is especially neces- 
sary with mental patients who are often convinced of 
their own worthlessness. The priest should never be shy in 
using the strength of religion. On the other hand, he 
should not be a dealer in pious platitudes that mean nothing 
and are frequently not meant by the one who employs 
them. 


In choosing the ends towards which he will direct his 
efforts in counselling, the priest will be wise to selecta 
restricted, proximate and possible goal, rather than dissi- 
pate his efforts by trying for too much. Encourage a person 
who has been away from the Sacraments to approach them ; 
direct a person full of hatred, to pray at least for the eternal 
salvation of those hated ”. 


About his relationship with the staff we have already 
seen in Part III of this book. Now about his relationship to 
the patients; to the patients, the chaplain is their priest. 
He should be very carefu] not to be used as a weapon 
19. Apostolate to the Sick op. cit. p. 5. 
20. Ibidem pp. 53-54. 
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against a doctor by a patient ora patient’s family. He 
should not allow himself to be drawn into matters where he 
has no authority or competency. It is more important to 
be careful of this in the mental than in the general hospital 
because the mental patient frequently derives a perverse 
pleasure from sowing such discords. ‘1 am the priest and 
as such will do all that I can for you’’ — these should be 
the priest’s opening words to the patient and this should be 
his continuing policy”. 


ANAAAANAAAAANNAANAAAARAAAAAASANS 


21. Ibidem p. 55, 
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CHAPTER XXIX 


THE CHAPLAIN IN THE HEALING CHRISTIAN 
COMMUNITY 


‘‘Community minded’’ we need to be: 


The understanding and treatment of the human being 
as a whole person in the light of his relationship to God, his 
family and the society in which he lives, is the right 
approach in the healing service!. The sick person needs 
the community to be healed2, for disease has roots in a 
patient’s life andin relationship3?. Therefore, to heal him 
the community must get involved and to effect their healing 
his community also must receive help from the health care 
team. 


Rightly so, the Health Planning Conference of Banga- 
lore—an All Christian Meeting- places the New Goal of 
hospital work as ‘community health’. The report says, 
‘the substance of the recommendations of the Conference 
with regard to our hospitals and dispensaries was that they 
should become more Community Minded. Our goal should 
be to develop healthy communities. This is in contrast to 
building a wall around our compound and waiting for people 
to fall ill and come to us for repair’. 


|. Special Edition on Pastoral care, American Protestant Hospital Assoc., 
Washington, D.C., March, 1973, p. 143. 


2. Heije Faber, Pastoral Care inthe Modern Hospital, S.C. M. Press Ltd., 
1968 p. 30. 


3. Michael Wilson, The Church in Healing, Religious Book Club, S.C. M. 
Ltd., Bloomsburry SS., London, 1966, p. 17. 


4. A\Il India Seminar on Church in India Today, Bangalore 1969, p. 512. 
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The hospital community, therefore, must seek to be 
sensitive to the needs of the whole man in all his conducts 
of life. This concern for man’s total welfare is a shared 
concern. It must not only be shared within the medical 
centre but beyond it in the community in which the patient 
lives and for which the hospital exists?°. 


Dr. Count Gibson of Stanford University School of 
Medicine, sums it up: Medicine is moving from the 
entrepreneurial mode to the community institution ®. What 
he means, says Fr. Burghardt S. J., is what has been in large 
measure a semi-private, fairly detached, quite isolate busi- 
ness operation must directly serve a people, a neighbour- 
hood. Sheer survival asa healthy nation dictates a com- 
munity orientation for hospital and individual doctor. Even 
more importantly, the redemption of countless human beings 
depends on your willingness to be creative, to run risks, to 
go out to the people in your own way, todo the priestly 
thing of forming community’. 


The Church is the healing communitys 


Dr. Benjamine Isaac writes: Fora long time this affir- 
mation seemed to be irrelevant in the context in which the 
healing ministry was practised. One could not envisage 
how the community or the congregation would participate 
in healing which had become now such a specialized art. 
We are also reminded that the Lord had called all his disci- 
ples to exercise a healing ministry. He was not just addres- 
sing the graduating class of a medical school when He said, 
‘Go heal’. He was talking to a group of non-professionals. 
But over the years, this dimension of the Church’s life has 
to a great extent been lost by relegating it to those who 
were professionally trained. How then can we as a Church 
rediscover this relationship? The answer seems to have 


5. Special Edition on Pastoral Care sp. cir. p. 143 
6 ‘Time’ June 1971 p. 93. 


7. Walter J. Burghardt S.J. Hospital Progress, ‘Towards a Theology of the 
Health Apostolate’’, Sept. 1971. 


8. This topic is developed by Dr. Benjamine Isaac M.S., F.A.C S., M.S. (Thor.): 
Medical Superintendent, ESI Hospital, Bangalore. 
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comé to us only just recently. It has become very obvious 
to us who run hospitals that unless we re-orientate our 
work and take medicine into the community our attempts at 
improving health care are not of much avail. This opens 
up a new vast field which can be grouped under the title, 
‘Comprehensive Health Programmes ’. : 


The moment we step out to re-orientate our medical 
practices along lines of comprehensive health programmes, 
we immediately realize that it is not merely preventive 
innoculations from infections that is our task, but that there 
are a host of problems confronting us, of which we were 
hardly aware as we worked in our little ivory towers which 
we called as hospitals. 


There was the big problem of the environment in which 
the community lived and of which man was a part and which 
seemed to shape his total existence. This new phenomenon 
of environment of ecology has now become a science of 
survival for man; so that man has to wage a war in order to 
save the earth from man himself. By curbing disease and 
death, modern medicine has started a surge of human 
over population that threatens to overwhelm the earth’s 
resources. At the same time technological man is bewitched 
by the dangerous illusion that he can build bigger and 
bigger industrial socities with scant regerd for the iron laws 
of nature. There is water pollution and it is estimated that 
the United States spends 2.8 billion dollars to collect its 
garbage. This is the modern phenomenon of our society. 
Environment therefore shapes man in this new setting. And 
this phenomenon is fast creeping into our society in India. 
As society, hitherto placid, has suddenly found that it has 
become urbanized, old values are lost and new values 
added. We are bewildered as to how to react to this new 
environment. We are faced in this country with the night- 
mare of over population, so that in our attempts to sell the 
idea of family planning, we have also made sex an open 
topic. The juvenile mind, seeing posters and literature, is 
often egged on by unhealthy curiosity, which is kept alive 
by the celluloid trade in producing pictures which appeal 
to this kindled curiosity. 
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This is the dilemma in which we are placed. Health is 
not merely the absence of illness. Medical men alone 
cannot tackle the problem. The community must participate 
and our immediate community seems to be our congre- 
gation. Therefore, the hospital must now function as 4 
community of disciplines which include not only the medical 
specialists, but pastoral care, psychology, social work etc. 
These disciplines must work together. When the various 
professions become humble enough to admit the need of 
other insights, skill and knowledge and when each com- 
mands the respect of the others, there is hope that man 
may be treated in adequate terms and that he may be 
healed in his totality. | 


Health is indeed an enabler. It enables man to live 
fully in all dimensions. It is only the healed Church that 
can really help man to achieve this. In India we have over 
one thousand Christian hospitals related to one denomi- 
nation or other. These institutions have done good work 
but the practice has been to merely wait for the patient 
when he becomes sick. We need to re-orientate these 
institutions along the lines of taking care of the people in 
their own surroundings. The task is to have community 
orientated health programmes, so that the Church has a4 
significant role to play as a true partner. Thus the concept 
/Church is Healing’ can be realized right in India’. 


‘The Church in India Today’, makes it clear. The 
question of extending medical services beyond the com- 
pound walls, an issue raised at Bangalore, is dealt with 


also by a number of Seminars: ‘Each existing hospital 
should start medical and public health extension pro- 
grammes in the surrounding areas’ . (R—-KR) 


’ The medical staff, especially the religious working in 
Church sponsored institutions should be encouraged to 
care also for the general health of the people around their 
institutions, even by visiting their houses if necessary”. 


(C-PT) 


For this work Mobile Units will obviously be more useful 
than static ones. ’’ The existing medical institutions should 
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try to reach out to the areas around them where medical 
facilities are not available through mobile units rather than 
by multiplying institutions.” (C-PT) 


It is pointed out that more planning and collaboration 
could improve our efficiency: ‘’Catholic medical institutions 
should cooperate with the medical institutions of an area 
especially Christian institutions, in planning and sharing 
personnel and resources in medical work’’. (C—PT) 


Where there are several Catholic hospitals existing in 
an area, it may be better that one concentrates its efforts 
in giving best and specialized treatment in a particular 
field. By collaboration these institutions can complement 
each other and thus constitute a complete and first rate 
medical service in the area’. (C-—PT)° 


The chaplain in the healing team 


In the past both the role of the medical centre and 
of the pastoral care department, has been defined too 
narrowly. Traditionally hospitals provided services to the 
sick ’’ within the walls’ and chaplains cared for the ” spiri- 
tual needs” of patients. This understanding does not help 
us to full Christian life. We must accept the new under- 
standing which grows out of the knowledge that Christ 
did not limit his concern to ’’matters of the soul”, but 
he was concerned wherever there was human suffering 
or need. Jesus not only preached the Sermon on the 
Mount, led His disciplies in singing, gave us the “” Lord’s 
Prayer”, the Sacrament of Holy Communion, but He also 
healed the sick and blind, fed the hungry, consoled a 
prostitute, confronted insensitive and unresponsive autho. 
rity, gave to the poor, washed His disciples’ feet, forgave a 
thief, visited the home of a dishonest tax collector and 


wept over a city’’. 


Like Christ, the chaplain must give lead in the commu- 
nity not only by caring for the spiritual well-being of those 
9. All India Seminar on Church in India Today, op. cit., pp. 514-515 
10. Special Edition of Pastoral Care, op. cit., pp. '43- 144. 
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who come to the hospital but by giving spiritual and other 
means to heal the man in the community. He must start 
and continue the move within and without. Louise Martaeu 


Says: 


We are now entering a period in medical care when the 
hospitals, and social service in general, are to be commu- 
nity oriented. Health and the care and support of the sick, 
are seen as the responsibility of the whole community. The 
hospital will remain as the key point in community health, 
while the total responsibility will be shared by all. This 
implies that the chaplain too will have to think in broader 
terms than the confines of the hospital wall. He becomes 
the link for the other clergy of the district served by the 
hospital, and will have to consider in what way he can best 
serve them. 


The chaplain’s role in the healing Christian Community 


The clinically trained clergyman has a contribution to 
make to the health team and it is broad not narrow, varied 
not singular, meaningful not superficial, integrated not 
additional, essential not optional. Unfortunately the stereo- 
typed image and perception of the chaplain’s role as a 
well-being but somewhat useless old fuddy-bud who goes 
about the hospital praying for patients to save their souls 
and to proselyte them if he has to, is the one upon which 
the reimbursement formulae are based. 


The chaplain’s function in a medical centre is there- 
fore not totally unique to him but is shared with others in 
the ‘priesthood of all believers.”” Yet the chaplain brings 
the unique resources and perspective of his theology, his 
professional training and his personality to this task of 
ministering as a compassionate pastor, skilled counsellor, 
competent teacher and effective group leader. To these 
traditional roles has been added another concept that has 
always been implicit but in the more recent literature is 
receiving more emphasis and becoming more explicit — the 
pastor’s function as an ’’enabler’” — one who makes others 
able and more competent. The chaplain is one who serves 
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but as he serves he enables others to serve more compas- 
sionately and more effectively the purposes of God. He 
seeks to help others individually and together to fulfil their 
proper responsibilities as sensitive, responsive and caring 
human beings whether Christian, Jew, or unbeliever!!. 


The chaplain could follow some of the steps which the 
Christian Medical Commission of the World Council of 
Churches (Nemi, Rome, June 1971) recommends in order to 
have a deeper involvement in community health care’. They 
are leadership, dialogue, creating a dialogue, discussion 
within the hospital, the community diagnosis, follow-up of 
discharges, need of the community, cooperation with the 
government and other agencies, etc, etc. 


Hence: I The chaplain’s role to effect community health: 


1) Enabler to the staff of the Centre, assisting them in 
their work with the people of,the neighbourhood to improve 
the well-being of the families and the community. 


2) Coordinator or laison between the professional 
ministry of the staff at the Centre with pastoral ministry of 
the community clergy-men and the services of the congre- 
gations of the community with the services provided at the 


Centre. 


3) Direct patient and family counselling to patients 
who come to the Centre. Some experimenting with joint 
initial interviewing and history taking by the chaplain and 
physcian is being done. 

4) Home visits to patients families. This is sometimes 
done with other staff members. 

5) Participation in staff meetings and as a member of 
staff team conferences and in-service education and com- 
munity education programmes °. 

6) As an organizor on the national, regional and com- 
munity level, he could effectively work; and his leadership 


ff. Special ‘Edition of Pastoral Care, op. cit., p. 144. 
12. Annual Report of the Catholic Hospital Assoc. of India 1971, p 95. 
13. Special Edition of Pastoral Care, op cit. pp. 145-146. 
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will be accepted by many good and sincere men and women 
who are just waiting for some one to lead them. 


II The chaplain’s role in the mental health of the community: 


l. Prevention —- through religious education, incorpor- 
ating sound mental health concepts, through pastoral 
preaching, prayers, scripture fellowship and pastoral con- 
versations. 


2. Detection - a recognition of the signs and symptoms 
of serious emotional or mental disorder. 


3. Early referral — recognition of the ways in which 
effective referral can be carried out. 


4. Supportive ministries — visitations, comfort, surcease 
of loneliness. 


S. Pastoral counselling — dealing briefly with specific 
pastoral problems which need not be referred, though both 
supervision and consultation may be used. Examples would 
be grief situations, persons, contemplating suicide — situa- 


ions in which the troubled person shows specific religious 
interest. 


6. Educational efforts in the direction of the breaking 
down the stigma of mental illness. In this there would be 
active collaborative efforts with local mental health groups. 


7. Volunteer work — of lay-church groups visiting both 
individuals in the community and hospitalized people. 


8. Establishment and leading of small groups in the 
Church’s dealing with specific mental health issues, Church 
teaching and organizing civic or service groups. 


9. The encouragement and support of clergy with 
little formal education and professional training, who are 
working predominately among the lower socio-economic 
groups. This would be an attempt to break down the 
barriers between this group and mental health personnel, 
interpreting technical terminology and in general inducing 
better relationships. 
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10. The training of lay people with active Church 
connection to act as mental health volunteers for visiting 
and pastoral conversations. 


11. Contribution to the thinking, policy making and 
programme development of community mental health 
service. 


12. Consulation with pastors in regard to social 
issues'¢ . 


Studies prove that there are signs of disturbance in 
almost every section of the people in India. We have to do 
something before the malaise becomes too deep rooted! . 


14. Special Edition of Pastoral Care, op. cit., pp. 141-142. 


15. Indian Journal of Psychiatry, Some Thoughts on Psychologiaal Problems 
of Families in indla, Ramanujam, Jan, 1967, Vol. 9 No. I, p. 14. 
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Appendix — | 


THE HOSPITAL PASTORAL CARE 
ASSOCIATION OF INDIA 


The formation of this Association is a major step in the 
development of pastoral care in our hospitals and dispen- 
saries as an integral part of the healing programmes and to 
promote cooperation among those dedicated to the spiritual 
needs of the patients. It has also opened up vistas of 
dialogue and ecumenical ventures in the field of pastoral 
care together with non-Christians and Christians. 


To understand what this Association is about, one has to 
go through its*history which dates back to the beginning of 
the Catholic Hospital Association itself and in particular to 
the two Nationa! Hospital Conventions held at Mangalore 
and Hyderabad undar ithe auspices of the Catholic Hospital 
Association of India. 


Rev. Father James S. Tong, Executive Director C. H. A. 
and President of the All India Hospital Association and 
Sister Ann Cummins SCMM., Secretary C.A H P. are 
really the two pioneers that have helped this movement of 
pastoral care to grow and the H. P.C A to come into being 
Rev. Father James S Tong is also the Director of this young 
Association. 


The Hospital Pastoral Care Association of India 


The Catholic Hospital Association of India held its 
National Hospital Convention at Mangalore in South Kanara 
from 10th to 13th of October 1971 _It will be remembered 
for many of its contributicns to update the medical 
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movement in the country. But its most valuable contri- 
bution, in my thinking, has been to point out the psychoso- 
matic view of any iliness, the wholistic approach to heal 
human beings and the need of providing spiritual care to 
all the patients in a true Christian spirit. In this move of 
the Catholic Hospital Association of India I see two things 
in a particular way. Firstly an adequate need for the spiritual 
welfare of the sick has been considered an integral part of 
healing. And secondly the hospitals in India that are run 
by the Catholics, have gone further from the age-old policy 
of limiting the care of the sick to the Catholics. This of 
course is due to the fact that the spiritual care of the sick 
was limited to the administration of the Sacraments only. 
Christians other than Catholics and the non-Christians were 
obviously excluded from that care. 


With the wake of the wholistic approach to treat the 
whole person, physically and spiritually, the concept of 
spiritual has undergone change. While the Sacraments 
hold their important place for the Catholics, the other 
people are also the concern of the Catholic priests and 
sisters as far as the spiritual care of the sick is concerned. 


At the Mangalore Convention it was stressed upon that 
all the Catholic hospitals and dispensaries should try to 
provide pastoral care for the sick. There are over 11,000 
hospitals and dispensaries in the country that are run by 
the Catholics. In order that there may be a uniform policy 
on pastoral care and that there be cooperation among 
those dedicated to the spiritual needs of the patients, a 
need was felt to start an Association to fulfill the above 
mentioned aims, Hence a prompt response was made fo start 
‘The Hospital Pastoral Care Association of India’. At its 
birth, the Association had only twenty members from various 
parts of the country. Rev. Father Charles Silvano, a young 
priest from the Diocese of Meerut, was elected its first 
Secretary. Rev. Dr. James S. Tong, the Executive Director of 
The Catholic Hospital Association of India, was asked to be 
its Director so that under his able guidance this Association 
may grow up. In factit was the untiring efforts of Rev. Father 
James S. Tong and Sister Ann Cummins SCMM that pastoral 
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care found its way into the Conventions of The Catholic 
Hospital Association of India. 


This Association is more than a yearold now. During 
the short existence, through its efforts, there have been 
surveys throughout the country as to know what the practice 
of pastoral care in our medical institutions is. Besides under 
its auspices many a training programme and seminar has 
been conducted throughout India on pastoral care. 


The Hyderabad Convention and H. P. C.A. 


The Hyderabad Convention did, indeed, achieve much in 
the field of pastoral care in our hospitals. Practically all 
the participants were unanimous on the need of restoring 
and developing pastoral care in our hospitals and dispen- 
saries. Many expressed their desire to join. The Hospital 
Pastoral Care Association to enable themselves to do more 
work towards developing pastoral care in their own 
hospitals and dispensaries. There were two workshops on 
the techniques of counselling, conducted under the auspices 
of this Association during this Convention and it attracted 
a large number of participants. This is a sure proof that 
the need for pastoral care in our hospitals and dispensaries 
is more and more felt today than ever. 


While at the C.H.A level a separate Department of 
Pastoral Care has been established, there has been a strong 
proposal to form Pastoral Care Associations at regional 
levels. This will help to have meetings more often. Of 
course at the national level there will be a Director and a 
Secretary. Once a year at the National Hospital Convention 
a meeting of this Association can also be held. 


There will be a time, we hope, when a National Hospital 
Pastoral Care Congress will be convened on its own and 
separately from the National Hospital Convention. 


The Constitution of the H.P.C.A. 


The responsibility of drafting an outline of the consti- 
tution of this Association fell on Rev Father Charles Silvano, 
Secretary H. P. C. A., Rev. Father Lawrence Thottam, 
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President CH A. for 1972-73, and Rev. Father Harshajan 
O. F M. Cap., Director, Counselling Centre, Assisi Ashram, 
Bharananganam, Kerala. These persons, in consultation 
with many members of this Association drafted a provi- 
sional outline for this Association. This outline was accepted 
by the participants at the Hyderabad Convention as 
‘approved guidelines for the framing of the constitution of 
this Association’ Besides an ad-hoc committee was set up 
to frame the proposed constitution for H. P.C A. This 
included Rev. Dr. James S. Tong S_ J., Executive Direc- 
tor C.H.A, Rev. Father Emmanuel Panikunnel. Assistant 
Executive Director C.H A; Rev Charles Silvano, Secretary 
H PCA, Rev Father Lawrence Thottam President C.H A., 
Rev. Father Harshajan O. F M Cap., Director, Counselling 
Centre, Assisi Ashram, Kerala and Sister Ann Cummins 
SCMM., Secretary, C A.H P. It is hoped that this com- 
mittee by the time of the next convention, will get ready a 
proposed draft of the constitution of H P C A. This will 
be placed before the members for approval and suggestions 
at the next convention. Before that a copy of the same 
will be sent to all the hospitals and dispensaries in the 
country for comments, suggestions and study so that a 


fruitful discussion may follow at the time of the meeting at 
the next convention. 


The following is the outline of the constitution o* 


H. P.C. A. such as it was framed at the Hyderabad Conven 
tion this year. 


Name of the Association: 
This Association will be called “The Hospital Pastoral 
Care Association of India ”’. 
Aims: a) To promote efficient and skilled pastoral care 
in our hospitals and dispensaries. 


b) To form chaplains. 
To approve chaplains. 


c) Co-ordination of efforts — Individual 


—- Statewise 


— at national level 


— with other 
denominations, 

—- with foreign agen- 
cies having’ the 
same ends. 


d) Collaboration with: Crd. A. 


Membership: 


Membership Fee: 


Government : 


Ce C. I. 

St. Luke’s Guild 
Cm.A. I. & 
oat. I. 


Although The Hospital Pastoral Care As- 
sociation of India is an Association started 
by the Catholic Hospital People, its 
membership is open to people of all 
faiths and all walks of life, in as much as 
they are dedicated to the care of the 
sick. The main reason for this being 
that our care of the sick is directed to 
all sick persons, whatever be their caste, 
colour and cresd. Doctors, priests, 
nurses, social workers, all can be its 
members. 


A nominal fee of Rupees ten (Rs. 10.00) 
per year has been suggested for each 
member. 


The following office—bearers have been 
proposed — 


President, 
Secretary, 
Treasurer, 


Elections: 


A Board of five advisers. 


The election of this Association will be 
held on the pattern of the elections 
of the office-bsarers of the Catholic 
Hospital Association of India. 


By-laws : By-laws are to be framed to, 
i) Specify the duties of the office- 
bearers, their term of office etc. 


ii) Specify the nature of the Pastoral 
Care Department in a_ hospital 
and guidelines for the same. 


iii) Specify the duties of the chaplains 


etc. 
iv) Specify the role of the members 
like — 
Doctors, 
Nurses, 


Social workers etc. 


Conélusion: This Association is growing by leaps and 
bounds People have come to appreciate its usefulness and 
need. Pastoral care of the sick is an age-old concept The 
movement in our country to organize the same is new. 
With maay individuals who have gone far ahead in the 
fields like counselling, this Association will help to promote 
cooperation and coordination at all levels in the field of 
pastoral care in future. 


Rev. Charles Silvano, 
Secretary, 
The Hospitial Pastoral Care Association of India. 


Appendix — Il 


A GLOSSARY OF MEDICAL TERMS 


ABSCESS: A localized area of infection any where in the 
body and sooner or later becomes filled with pus. 


ACETONE: A substance found in the urine primarily in 
severe cases of diabetes. 


ACROMEGALY: A chronic disease caused by oversecre- 
tion of the hormone of the anterior lote of the pituitary 
gland. Its presence in the adult results in massive 
features. 

ADDISON’S DISEASE: A disease caused by a deficiency 
of the hormones secreted by the adrenal cortex. 

ALKCALOSIS: A condition in which the alkalinity of the 
body is increased. It may be caused by excessive 
ingestion of sodium bicarbonate or may result from 
excessive vomiting, or other disorders. 

AMENORRHEA: Absence of menses. It occurs normally 
before puberty, during pregnancy and lactation, after 
menopause, and in some emotional and other disorders. 


ANASTOMOSIS : The point at which two parts are 
surgically joined together. 

ANEURYSM: Dilation of a blood vessel into a sac-like 
bulge. 

ANOREXIA: Loss of appetite. 

ANTIBODY: An immune substance produced within the 
body in response toa specific antigen. The antibody 
is specific only for the specific substance that caused 
its production. 


APHASIA: Loss of ability to speak, occuring as the result 
of a cerebrovascular accident, brain tumor, or injury 
to the speech centres of the brain. It may also result 
from an emotional disturbance. 


APNEA: A temporary absence of breathing. It is characte- 
istic of Cheyne-Stokes respiration. 


APOPLEXY: Cerebrovascular accident. 


APPENDICITIS: Acute or chronic inflammation of the 
appendix. 

ARTERIOSCLEROSIS: Hardening of the arteries due to 
the formation of fibrous tissue, causing the blood 
vessels to lose their elasticity. It is normal in the 
aging process. 

ASCHHEIM-ZONDEK TEST: Pregnancy test in which urine 
is injected into mice. 

ASCITES: Accumulation of fluidin the abdominal cavity. 
It occurs in patients with congrestive heart disease, 
some types of kidney and other diseases. 


ASPHYXIA: Suffocation due to decrease of oxygen and 
increase of carbon dioxide in the body. 


ASTIGMATISM: A defect in the curvature of the cornea 
of the eye to that all light rays do not bend equally as 
they enter the eye 


ATAXIA: A lack of coordination in motor movements, 
occurring in persons with nervous system syphilis and 
cerebrai palsy. 

ATELECTASIS: Acollapse of a portion or all of the lung 
due to disease, injury, or as a therapeutic procedure. 
It may also be spontaneous without known cause. 

ATHEROSCLEROSIS: A degenerative process charact- 
erized by the formation of fat-like deposits (plaques) 
along the walls of the arteries. It is believed to be 
caused due to some disturbance of fat metabolism. 


AURA A subjective sensation experienced by the epileptic 
just prior seizure. 
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BASAL METABOLISM: A breathing test to determine the 
amount of oxygen consumed by the body in a fasting 
state and at rest. The test is used in the diagnosis of 
disease of the thyroid. 


BELL’S PALSY (Bell’s paralysis) : A facial paralysis of 
sudden onset that generally occurs on one side of the 


face only. 
BILIARY: Term applying to the gallblader, liver and their 
ducts. 


BILIARY COLIC: Acute painin the upper abdomen caused 
by an obstruction of the cystic duct and usually due to 
a stone 


BLEPHARITIS: inflammation of the eye lids. 


BRADYCARDIA: Acardiac arrhythmia marked by an un- 
usually slow heartbeat. 


BRIGHT’S DISEASE: A general term used synonymously 
with nephritis, a disease of the kidneys. 


BRONCHIECIASIS: A chronic disease of the lungs in 
which there is a dilatation of the bronchi. It may atfect 
both lungs or only a portion of one lung. 


BURSITIS: Acute chronic inflammation of a bursa that may 
be caused by injury or infection or may be of unknown 
cause. 


CARBUNCLE: A boil with infiltration into adjacent tissues, 
fiaal!y opening in several places on the skin It is of 
staphylococcal origin and frequently occurs on the 
back of the neck. 

CARDIOGRAM: A tracing of the electrical activity of the 
heart, but only the electrical potential is transmitted to 
the skin. It is valuable in the diagnosis of certain 
heart disorders. 

CARDIOSPASM: A spasm of the cardiac valve between 
the esophagus and the stomach. It is generally a fun- 
ctional disorder. 


CARRIER: A person who harbors the germs of a disease 
and transmits the disease to others, while remaining 
well himself. 

CAUDAL BLOCK: (Caudal anesthesia) A type of regional 
anesthesia induced by injecting a local anesthetic into 
the caudal canal. It is used to anesthetize tissues of 
the cervical, vaginal and perineal areas. 


CEREBRAL PALSY: A neuromuscular disease affecting 
motor coordination and characterised by spasticity and 
involuntary moments. 


CEREBROVASCULAR ACCIDENT: Same as apoplexy or 
stroke. Results from damage to blood vessels of brain. 


CHANCRE: The lesion of primary syphills occurring at 
the point of inoculation by the Treponema pallidum. 
CHEYNE-STOKES RESPIRATION: A type of breathing in 
which the depth and rhythm vary but a fairly consistent 
pattern is followed. It is often seen in critically ill 
patients. 

CHOLECYSTITIS: Inflammation of the gallbladder, which 
may c*"'se various vague symptoms. 


CHLELITHIAS: Calculiin the gallbladder. A stone may 
obstruct one of the ducts, causing an acute attack of 
biliary colic, 

CHOLESTEROL: A fat like substance present in all body 
tissues and fluids and may be increased in certain 
diseases. It is thought to be a factor in development 
of atherosclerosis. 


CLIMACTERIC: Synonymous with menopause; the age at 
which menstruation ends and the child bearing period 
ceases. 


COLECTOMY: The surgical removal of all or part of the 
colon because of ulcerative colitis or cancer. 


COLOSTOMY: A surgical procedure for the purpose of 
providing an artificial passage way for fecal material 
from the colon to the outside of the abdomen. 
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CONIZATION: A surgical procedure in which a cone- 
shaped portion of tissue is removed from the cervix. 


CONTUSION: A bruxise or black and blue spot due to 
injury causing the rupture of small blood vessels. 


CORPUSCLES: Synonymous with red and white blood 


cells 


CORYZA: An acute upper respiratory infection a common 
cold 


CRANIOTOMY: A surgical opening of the cranium for 
exploration or the removal of a tumor or blood clot. 


CREDE’S METHOD: A method by which external pressure 
in a downward direction is used to express the placenta 
following delivery. 

CRETINISM: A condition resulting from complete absence 
of the thyroid gland or its secretion. The condition is 
present at birth. } 

CRYPTORCHISM: Undescended testicle, a condition in 
which the testicle may fail to descendinto ‘*>3 scrotum 
prior to birth. 

CURETTAGE: A surgical procedure in which a cavity is 
scrapped with an instrument called a curette. It is 
frequently used as uterine curettage. 

CYANOSIS: A bluish color of the skin resulting from 
inadequate oxygenation of the blood. 

CYSTECTOMY: The surgical removal of all or part of the 
urinary bladder due to injury or disease. The ureters 
are transplanted elsewhere in the body or brought to 
the outside. 

CYSTITIS: Inflammation of the urinary bladder. 

CYSTOCELE: Protrusion of the bladder into the vagina. 
It is often due to injury at the time of delivery. 


CYSTOSCOPY: Examination of the urinary bladder with 
a lighted instrument called a cystoscope. The examin- 
ation permits direct visualization of the lining of the 


bladder. 
1] 


CYSTS: Sac-like tumors that are generally nonmalignant: 
They may contain fluid or cheese-like material. They 
may occur on the ovaries as ovarian cysts or on the skin 
as a wen. 


DEBRIDEMENT: The removal of infected or necrotic tissue 
from a wound. 


DEHYDRATION: The loss of fluids from the tissues that 
may occur when output exceeds intake or, in some 
cases, when there is excessive loss of water. 


DELIRIUM: A mental state in which the patient is disori- 
ented and may hear voices or see things that do not 
exist. A delirious patient must be watched carefully. 


DESQUAMATION: A scaling or flaking off of skin follow- 
ing certain communicable diseases. It is also charac- 
teristic of psoriasis. 


DIABETES MELLITIS: A chronic disease resulting from 
failure of the islands of Langerhans in the pancreas to 
secrete insulin. Therefore, the patient cannot meta- 
bolize sugar. 


DIALYSIS: The process of separating or removing certain 
substances such as drugs from the blood or separating 
urinary Constituents when the kidney fails to perform 
its norma! function. The artificial kidney is a form of 
dialysis. 

DIAPHORESIS: Excessive sweating. 


DIAPHRAGMATIC HERNIA: The protrusion of an abdo- 
minal organ through the diaphragm into the thoratic 
cavity. 


DIGITALIZATION: The administration of digitalis in doses 
sufficient to achieve the maximum physiologic effect 
without producing toxic symptoms. The patient is then 
said to be digitalized and is placed on a maintenance 
dose. 


DIURESIS: Increased urinary output. It may follow the 
administration of a drug or the administration of intra- 
venous fluids. 
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DROPLET NUCLEI: Minute particles containing patho- 
genic organisms that dry and remain suspended in the 
air and are carried wherever the air goes 


DWARFISM: Midget; under development of body due to 
an undersecretion of the growth hormone from the 
anterior pituitary gland. 


DYSCRASIAS: Diseases of the blood such as primary 
anemia and leukemia. 


DYSMENORRHEA: Painful menstruation. 


DYSPHAGIA: A condition in which swallowing is difficult 
or impossible due to a spasm of the esophagus or to 
disease. 


DYSPNEA: Shortness of breath or difficult, labored 
breathing. 


ECCHYMOSIS: A large amount of bleeding into the tissues 
that may result from contusion. 


ELECTROENCEPHALOGRAM: A graphing tracing of the 
brain waves, useful in the diagnosis of epilepsy and 
other brain disorders. 


ELECTROLYTES: Tha salts of various minerals that are in 
solution in the body and must kept in a constant state 
of balance. 


EMBOLECTOMY: The surgical removal of a blood clot 
from a blood vessel. 


EMBOLISM A foreign substance in the bloodstream such 
as a fragment from a blood clot or an air bubble. 


EMPHYSEMA: A chronic disease affecting the lungs in 
which the air sacs become overdistended with air. One 
or both lungs may be involved. 

EMPYEMIA: Purulent exudate in the pleural cavity. It may 
follow pneumonia or pluerisy. 


ENDEMIC: Continuous presence of a few cases of a cer- 
tain disease in a given community. 
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ENTERITIS: Inflammation of the intestines generally 
caused by ingestion of contaminated food. It is usually 
bacterial in nature and may result in gastroenteritis. 


ENUCLEATION: The surgical removal of the eye. 


EPIDEMIC: Occurrence of a large number of cases of 
a certain disease in a specific area at the same time. 


EPIDIDYMITIS: An inflammation of the epididymis often 
resulting from gonorhhea. 


EPISPADIAS: A congential malformation in which the 
- male urethra opens on the underside of the penis. 


EPISTAXIS: Nosebleed. 


ERYTHEMA: A redness of the skin resulting from a 
number of causes including certain types of allergic 
reactions. ° 


ERYTHROBLASTOSIS: A congenital blood disease of the 
newborn in which there is a reaction of the Rh—-negative 
antibodies of the mother with the Rh-positive antibodies 
of the fetus. 


ERYTHROCYTES: Red blood cells. 


ESTROGEN: Term describing any of the substances 
secreted by the ovaries that are responsible for secon- 
dary sex characteristics, the menstrual function and 
reproduction. 


EVISCERATION: Removal of viscera or internal organs. 


EXACERBATION: Becoming worse or a relapse The 
opposite of remission. 
EXCORIATION: An abrasion or denuded area on the skin 


EXTRASYSTOLE: A form of cardiac arrhythmia in which 
there are heartbeats that occur sooner than normally 
expected. It is common in older people and heart 
diseases. 


EXUDATE: Pus containing dead phagocytes, bacteria, 
cells and tissue fluid. 


FLATULENCE: Accumulation of gas in the intestinal tract. 
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FRIEDMAN'S TEST: A pregnancy test using rabbits. 

GAMMA GLOBULIN: A protein substance obtained from 
human plasma. It is used in treating persons with 
infectious hepatitis and is given also with measles 
vaccine. 

GAS GANGRENE: A serious spore-forming infection 
caused by the gas bacillus. The infection occurs in 
compound fractures and penetrating types of wounds. 

GASTRITIS: Inflammation of the stomach, ofter caused 
from ingestion of contaminated food (food infection). It 
may be accompanied by enteritis. 

GERONTOLOGY: The branch of medicine concerned with 
the study, diagnosis and treatment of diseases associ- 
ated with the aging process. 

GIANTISM: Excessive growth of long bones due to an 
oversecretion of the growth hormone from the anterior 
pituitary gland. 

GLAUCOMA: An eye disease caused by increased intrao- 
cular pressure that may result in blindness unless 
treated. 

GLOMERULONEPHRITIS: A type of nephritis (Bright's 
disease) in which the glomeruli of the kidney are 
involved. 

GLYCOSURIA: The presence of sugar in the urine. 


GONADS: Sex glands; testes in the male and ovaries in 
the female. 


GRAVES’ DISEASE: Exophthalmic goiter. 


GYNECOLOGY: The branch of medicine concerned with 
the diagnosis and treatment of diseases of the female 
reproductive system. 


HEMATEMESIS: The vomiting of blood. It may result 
from any condition in which blood is swallowed, or it 
may result bleeding in the stomach. 


HEMATOCRIT: A laboratory examination of blood to 
measure the volume of red cells and the plasma. 
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HEMATURIA< The presence of blood in the urine. 
HEMIPLEGIA: Paralysis affecting one side of the body 
as in cerebrovascular accident. 


HEMOPTYSIS: Hemorrhage that may be from the lungs 
trachea, or larynx. 


HEPATITIS: Inflammation of the liver. Infectious hepati- 
tis is caused by a virus; serum hepatitis is caused by 
another virus. 


HERPES SIMPLEX: Cold sore or fever blister. !t is caused 
by a virus. 

HERPES ZOSTER (Zoster or Shingles): Disease caused by 
a virus that affects the nerve roots. 


HIRSUTISM: Excessive growth of hair particularly on the 
face in the female. 


HISTOPLASMOSIS: A disease caused by a fungus. lt 
often involves the lungs, causing calcified areas similar 
to tuberculosis. 


HODGKIN’S DISEASE: A disease that involves the lymph 
nodes. The disease is classified with cancer. 
HUHNER TEST: A test to determine sterility in the male. 


HYDRONEPHROSIS: Distention of the kidney pelvis with 
urine due to an obstruction along the urinary route. 


HYPERTROPHY: Enlargement of an organ that may or 
may not be due to disease. 

HYPNOTIC: A drug administered to produce sleep. 

HYPOSPADIAS: A congenital malformation of the male 
urethra. 


HYPOSTATIC PNEUMONIA: Pneumonia resulting from 
remaining in the same position for long periods of time. 


HYPOTHERMIA: An adjunct to anesthesia produced by 
lowering the body temperature below normal. It may 
be regional or general. 


HYPOXIA: A deficiency of oxygen in the tissues. 
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ICTERUS INDEX: A figure showing the amount of yellow- 
ness in the blood serum, found by comparative testing. 
Is useful in the diagnosis of jaundice. 


ILEOSTOMY: A surgical procedure in which an artificial 
passage is constructed from the ileum to the outside 
of the abdomen. 


IMPETIGO CONTAGIOSA: A contagious skin disease 
occurring primarily in children 


INCONTINENCE: Inability to retain urine in the bladder 
Total incontinence exists when no urine can be heid in 
the bladder. 


INTUSSUSCEPTION: A telescoping of the intestine that 
may involve any part of the small or large intestine 
The condition occurs primarily in infants and very 
young chilaren. 

JAUNDICE: A yellow colour affecting the skin and tks 
sclera of the eyes caused by bile pigments in the blocd 

KELOID: A benign overgrowth of fibrous tissue about the 
size of a scar, is more common in the Negro. 


KERATITIS: Inflammation of the cornea of the eye with 
ulcer formation. 

KERATCPLASTY: Corneal transplant. 

KETOSIS: The presence of ketone or ketone bodies in 
the urine. It occurs in diabetic acidosis. 


KOPLIK’S SPOTS: White spots on a reddened base that 
occur in the mucosa of month of persons with measles. ° 


KYPHOSIS: Curvature of the spine backward causing 
what is called humpback. It may be congenital or due 
to disease. 


LACRIMAL FLUID: Tears secreted by the lacrimal gland. 


LAMINECTOMY: A surgical procedure performed for a 
ruptured disc or for spinal fusion. 


LAPAROTOMY: Any surgical procedure for which the 
abdomen is opened, 
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LARYNGECTOMY: A surgical procedure for removal of 
the larynx. 


LENTIGO: Freckles 
LETHARGY: Condition of being listless or lifeless. 


LEUKEMIA: A serious and fatal disease of the blood. It 
is often referred to as cancer of the blood. 


LEUKOCYTOSIS: Marked increase in the number of 
leukocytes, occurring sometimes in the presence of 
infection. 


LEUKOPLAKIA: A condition in which white spots form on 
the mucous membrane of the mouth and which may 
become malignant. 


LEUKORRHEA: A white or yellow vaginal discharge. 


LIGATURE: A suture used in surgery to ligate (tie) a blood 
vessel. 


LOBECTOMY: Surgical removal of a lobe of the lung. 


LORDOSIS: An abnormal inward curvature of the lumbar 
spine. 


LYMPH: A fluid from lymphatic vessels. 
LYMPHOMAS: Malignant types of tumors. 
MAMMARY GLAND: The breast. 


MASTECTOMY: Surgical removal of the breast, which 
may be simple or radical. 

MEDIASTINUM: The space between the lungs containing 
the heart. 

MENARCHE: The first menstruation at the time of puberty. 


MENINGITIS: An infection and fnflammation of the men- 
inges covering the brain and spinal cord. 


MENOPAUSE: The climacteric or cessation of the menses 
marking the end of the childbearing period. 


MENORRHAGIA: Excessive menstrual flow either in guan- 
tity o1 ~xiration. 
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METABOLISM: The sum of all processes that go on within 
the body, including the breaking down and wearing 
out and the regeneration and building up provesses. 


METASTASIS. Refers to the spreading of cancer cells by 
the blood-stream or lymph channels to other parts of 
the body from a primary tumor. 


METRORRHAGIA: Bleeding between regular menstrual 
periods. 

MICTURITION: The function of urinating. 

MIGRAINE: An unusual type of headache that generally 
occurs on one side only. 

MYDRIATIC: A drug that dilates the pupil of the eye. 

MYOSITIS: An inflammatory condition of a muscle. 


MYXEDEMA: Hypothyroidism in adults characterized by 
changes in physical appearance and resulting in mental 


apathy. 

NARES: Nostrils. The openings of the nasal cavity. 

NECROSIS: The death of tissue. When large areas are 
involved, such as an extremity, the condition is called 
gangrence. 

NEOBLADDER: A urinary bladder constructed from a 
portion of the sigmoid colon. 

NEPHRECTOMY: The surgical removal of a kidney. 

NEPHRITIS: Inflammation of the kidneys, which may be 
acute or chronic. 


NEVUS: A congenital pigmented area of various types. 
Some nevi are moles, others, such as the spider 
angioma, occur in association with disease of the liver. 


NYSTAGMUS: Aninvoluntary rapid movement of the eye- 
ball. It may be associated with labyrinthitis. 


OBESE: More than 19 percent above an average normal 
weight for age, height, and build. 


OOPHORECTOMY: The surgical removal of an ovary. 
OPACITY: Omitting light or being opaque to light rays. 
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ORCHITIS: Aninflammatory condition of the testes that 
may result from infection, injury, Or a malignant con- 


dition, 


OSTEOARTHRITIS: A degenerative type of arthritis chara- 
cteristic of the aging process. 


OSTEOMYELITIS: Infection and inflammation of the bone. 
OSTEOPOROSIS: Achronic disorder due to deminerali- 


zation or absorption of minerals from the bone. It may 
be caused by prolonged immobilization and is common 
in aged persons. 


OTITIS MEDIA: An inflammation in the middle ear gener- 
ally a complication from disease of the upper respirat- 
ory system. 


OTOSCLEROSIS: A disease in which changes in the bone 
occur so that the stapes in the middle ear cannot trans- 
mit sounds to the inner ear. The condition results in 
the inner ear. The condition results in progressive 
deafness. 


OVULATION: The discharge of a mature ovum from the 
ovarian follicle. 


PANDEMIC: A disease that is widespread in a given area 
or throughout the world. 


PAPANICOLAOU SMEAR TEST: Acytologic test for dete- 
ction of cancer cells. 


PARAPLEGIA: Paralysis of the lower part of the body 
below a point of injury to the spinal cord. 


PAROXYSM: Spasmodic attacks that recur at periodic 
intervals. 


FERTUSSIS: Whooping cough. 


PESSARY: A device used to support the uterus in a normal 
position. 


PETECHIAC: Small, pinpoint hemorrhagic spots on the 
skin that occur in some severe debilitating diseases. 
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PHAGOCYTOSIS: The process by which phagocytes 
ingest and digest bacteria at the site of infection It is 
characterized by an increase in the white blood cells. 


PHIMOSIS: A narrowing of the prepuce opening so that 
the foreskin cannot be retracted. Circumcision may be 
necessary 


PHLEBOTOMY: Venesection and withdrawing of blood 
from a vein. 


PIGMENTATION: Coloration due to pigment or melanin 
found in the skin, hair and parts of the eye. 


PINNA: The auricle of the ear, or the external cartilaginous 
parts of the ear. 


PIRQUET’S TEST: A diagnostic test used to detect the 
presence of the tubercle bacillus in the body, 


PLAQUE: Deposits of fatty material on the walls of the 
arteries in atherosclerosis. 


PNEUMONECTOMY: The surgical removal of a lung. 
POLLINOS!S: An allergic condition due to a pollen. 


POLYP: A small tumorlike growth ona pedicle from the 
mucous membrane. 


POLYURIA: Increased urinary output. 
POTT’S DISEASE: Tuberculosis of the spine. 


PRODROMAL: The period between the appearance of 
initia! symptoms of a disease and the appearance of 
more precise symptoms such as a rash. 


PRURITIS: Extreme itching of the skin. 


PSORIASIS: A chronic skin disease of unknown cause, 
characterized by scaly patches and desquamation. 
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PTOSIS: A dropping from the normal position such as 
ptosis of the eyelid in facial paralysis. 


PUBERTY: Period at which the individual becomes able to 
reproduce. 


PUSTULE: Anelevated skin lesion containing pus. 
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PYELITIS: An inflammatory condition of the kidney 
pelvis 


PYELONEPHRITIS: An inflammation of the kidney pelvis 
with extension into the kidney tissue, 

PYOGENIC: Pus -producing. 

QUADRIPLEGIA: Paralysis of all four extremities. 


REGURGITATION: Term usually applied to the return of 
food or fluids from the stomach. It may be the result 
of a functional disorder. 


REMISSION: Relief from symptoms or temporary improve- 
ment, the opposite of exacerbation. 

RESIDUAL: Refers to a part remaining, as urine remaining 
in the bladder after voiding. 

ROMBERG’S SIGN: The inability to maintain balance with 
the eyes closed and the feet placed close together. 

RUBEOLA: Measles. 


RUBIN TEST: A test to determine the potency of the 
fallopian tubes. 


SEBACCOUS GLANDS: Oil glands that secrete sebum. 


SEBORRHEA: An increased secretion of sebum from the 
sebaceous glands. 

SCIZURE: A sudden attack such as the loss of conscious- 
ness in epilepsy. 

SENILITY: Old age with physical and mental changes. 

SEPTICEMIA: A bloodstream infection resulting from 


invasion of the blood by bacteria associated with their 
toxaemia. 


SIGMOID: The part of the lower colon connecting with 
the anal canal. 


SORDES: A foul accumulation of secretions and crusts 
about the teeth and mouth caused by lack of mouth 
care during severe illness such as fevers. 


SPASM: A severe muscular contraction. 
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SPASTIC: Involuntary muscular contractions resulting in 
rigidity. 

SPHINCTER: Muscle that is circular in shape and 
constricts an anatomic opening, such as the recta] 
sphincter. 

STASIS: A slowing or stopping of normal flow. 


STEROIDS: A term applied to the cortisone secretions of 
the adrenal cortex. 


STOMA: The opening onto the skin created by an artifi- 
cial passage or a normal opening such as a pore. 


STRABISMUS: Cross eye (squint). 
SYNDROME. A group of symptoms. 


TACHYCARDIA: A cardiac arrhythmia that results in a 
very rapid heartbeat. 

TENACIOUS: A descriptive term frequently applied to 
respiratory secretions that are sticky, stringy, and tend 
to hold together, making expectoration difficult. 

TETANY: A paroxysmal type of spasm involving the extre- 
mities. 

THORACTOMY: A surgical opening into the thoracic 
capity. 

THROMBOSIS: The presence of a blood clot. 


THRUSH: An infection of the mouth and throat caused by 
a fungus, generally occurring in infants. 


TOPICAL: External or local. 

TOXIN: A poisonous substance produced by certain 
bacteria. 

TRACHEOTOMY: Asurgical opening into the trachea to 
provide a patient airway. 

UREMIA: Accumulation of urinary constituents in the 
blood because of kidney failure. A generalized toxic 
condition resulis. 


URTICARIA (hives): An allergic reaction characterized by 
the appearance of wheals on the skin. 
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VACCINE: A pathogen whose virulence has been reduced 
and which is used as prophylaxis against a disease. 


VENTRICULOGRAM: A procedure in which air is injected 
into the cerebral ventricles and X-ray films are taken. 


VENULES: The smallest blood veins. 


VERTIGO: A sensation characterized by the movement of 
objects or of extreme dizziness and a feeling of self- 
movement. 


VIRAL: Pertaining to infections caused by a virus. 


VIRULENCE: The strength of an organism in producing 
disease. 


VITAL CAPACITY: The capacity of the lungs to hold air 
as measured by the expired air following 4 full inspir- 
ation. 


WANGENSTEEN SUCTION: A suction siphonage method 
to remove secretions from the stomach. 


WHEAL: An elevated type of skin rash caused by an 
allergic reaction frequently from bites or stings from 
insects. 


WILMS’S TUMOR: A malignant tumor of the kidney 
occurring in children under 5 years of age. 


WEN: A cyst generally occurring on the back of the head. 
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Appendix — III 


COMMON MEDICAL ABBREVIATIONS 


a. before 

abd. abdominal 

abort. or A.B. abortion 
A.B. R. absolute bed rest 


aso. before meals 

accom. accommodation 

ad lib. as desired 

adm. admission 

alb. albumin 

amp. ampute 

Aort. regurg. aortic 
regurgitation 


Aort, sten. aortic stenosis 

A-P,a&p. anterior and posterior, front and back 

Aur. fib. auricular fibrillation, convulsive 
movements of the auricles of the heart 


AV. arteriovenous, pertaining to an artery and a vein 
B. E. barium enema 

b. i. d. twice a day 

b. m bowel movement 

B. M.R._ basal metabolism rate 

B. P. blood pressure 

B.R.P. bathroom privileges 

B.S.P.  bromsulphalein, liver function test 
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B, 1: bedtimé 

B. U.N. blood urea nitrogen 

Cc with 

ca. carcinoma, cancer 

cath. catheterized or catheter 

C. B.C. orc. b.c. complete blood count 
C. B.R. complete bed rest 

(a es chief complaint 

c.c.orcce. cubic centimeter 

C.H.D. congenital heart disease 

cm. centimeter 

central nervous system 
Carbon dioxide 

Cerebrospinal fluid 

central supply room 

catamenia, menses 
cerebrovascular accident (stroke) 
dilatation and curettage 
danger list 

dead on arrival 


ee tate Ta = 
i 


aul ie 


Op 


eOU9yagaaaa 
Q) 
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a 2: Ore 


right eye 


O 
a | 


delirium tremens 

Dx. diagnosis 

C.G. or E.K.G. electrocardiogram 
D.C. expected date of confinement 
E.G. electroencephalogram 

E. N. T. eye, ear, nose and throat 

Nock ear, nose, throat 

R emergency room 

et and 

fract. fracture 


F.U. GO. fever of unknown origin 
oO. B. gallbladder 


GC. gonococcus (gonorrhea) 


G. I. gastrointestinal 
Gm. gram 

G. P. general practitioner 
or. grain 

ott. drop 

G. U. genitourinary 

gyn. gynecology 

h. hour 

Het. hematocrit 

Hgb. hemoglobin 

h. s. bedtime 

Hx. history 

I.C.U. intensive care unit 
feb. incision & drainage 
I. M. intramuscularly 

I. & O. intake and output 
iss one and one half 


intravenously 

oor. F. intravenous pyleogram-X-ray study 

lab. laboratory 

lap. laparotomy 

lat. lateral 

is left lower lobe—lung 

Q. left lower quadrantabdomen 

P. last menstrual period 
lumbar puncture 

N. licensed practical nurse 

L. left upper lobe-lung 

QO. left upper quadrantabdomen 

W. orl. & w. living and well 
married 

g. milligram 


ee es ee 
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myocardial infraction 
menstrual period 
multiple sclerosis; 
morphine sulphate; 
mitral stenosis 
negative 

nocturnal 
nonprotein nitrogen 
nothing by mouth 
oxygen 

obstetrics 

occasional 

every day; right eye 
ointment 

outpatient department 
operating room 
mouth 

left eye 

occupational therapy 
both eyes, together 


pulmonic second heart sound 


palpable 
protein-bound iodine 
after meals 


physicians desk reference (drug formulary) 


pneumoencephalogram 
by 

past history 

present illness 


pelvic inflammatory disease 


private medical doctor 
by mouth 
phone orders 


post op. orp.o. post operative 


prep. preparation 

Pp. r. n. whenever necessary 
PT. physical therapy 

Px physical examination 
q- every 

q. d. every day 

q. h. every hour 

q. 2h. every two hours 

qa. id. four times a day 

g. n. every night 

&. Ki. 3. guantity not sufficient 
g.o.d. every other day 

q. s. sufficient quantity 

R. B.C. orr.b.c. red blood count; 


red blood cell 
Rh. rhesus (monkey) 
R.H.D. rheumatic heart disease 
R.L.L. right lower lobe-lung 
R.L.Q. right lower quadrantabdomen 
R.M.L.. right middle lobe-lung 
R.R.E. round, regular and equal 
R. U.L. right upper lobe-lung 
R.U.Q. right upper quadrantabdomen 


Rx. therapy 

S. without 

sat. saturated 

S CB... strictly confined to bed 
sed. sedimentation 

Sig. signify 


S.O.B._ shortness of breath 
S.O.S. Whenever necessary, one dose only 
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spec. specimen 

Ss. one-half 

9... soap solution 

Staph. staphylococcus 

Stat. at once 

Strep. streptococcus 

T. G&A, tonsillectomy and adenoidectomy 
T.A.T. tetanus antitoxin 


tab. tablet 

TB. tubercle bacillus 
The. tuberculosis 

ft. i:-d. three times daily 


T. L.C. tender loving care 
T. P.R. temperature, pulse, respiration 
T. U. R. transurethral resection 


ung. ointment 

U.R.I. upper respiratory infection 

Vag. vaginal 

Vib. venereal disease 

VDRL. venereal disease research laboratory 
W. B.C. or w. b. c. white blood count 

w. d. well developed 

W. Nn. well nourished. 
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